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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 
Pember, J. F.: Skin Grafting. J. Iowa State M. Ass., 
1920, X, 181. 

Skin grafting reduces the period of healing of 
denuded areas from months and years to weeks and 
days. Extremities which otherwise might require 
amputation because of cicatricial contraction may 
thus be saved. The grafting relieves suffering and 
may prevent death due to amyloid degeneration of 
the kidneys. 

There are three methods of skin grafting: the 
Reverdin, the Wolf, and the Thiersch methods. 
When the Reverdin method is used the graft 
consists of a small portion of skin lifted with a 
needle and cut with a curved scissors. By the Wolf 
method a piece of skin sufficient to cover the 
denuded area is excised and all fat is removed from 
its under surface before it is placed over the wound. 
Necrosis usually follows if such a graft has a larger 
area than 36cm. By the Thiersch method the graft 
is made by removing the upper layers of skin with 
a razor. 

Grafts obtained from the same patient take best. 
When it is impossible to procure them from this 
source they may be taken from a donor who has 
been found satisfactory by a Wassermann test and 
tests of his blood against the patient’s blood by the 
Moss method of blood grouping. Thiersch grafts 
must be obtained from a donor belonging to the 
same group. 

The area from which the skin is to be taken is 
cleansed with benzene and washed with boric acid 
solution. The denuded area should be dry and 
smears should show less than six organisms to the 
field. Dakin’s solution may be used to render the 
area practically sterile. The grafts should be 
carefully straightened out and care should be 
taken that there are no bubbles under them. The 
dressing may consist of a gauze covering impreg- 
nated with paraffine or gutta percha strips laid 
crosswise Over the area. The dressings should be 
changed after several days. I. FE. BisHKow. 


Prat, L.: Diaphragmatic Hernia (Hernies diaphrag- 
matiques). J. de chir., 1920, xvi, 43. 

The author gives the clinical history of a case of 
diaphragmatic hernia. The patient was a soldier 
who had a left lumbothoracic wound through which 
the omentum protruded. 

An operation was done five days after the injury, 
but as at that time the author had no reason to 
suspect the presence of a gastric hernia, he merely 
resected the necrosed omentum and cleansed and 
drained the wound. This operation was followed by 
marked improvement but later peritonitis developed 
which was rapidly fatal. At autopsy a transdia- 
phragmatic strangulation of the stomach was found 
and two gastric perforations through which the 
contents of the stomach entered the plevra. The 
author believes that the perforations were due to 
circulatory disturbances produced by volvulus of 
the herniated organ. 

In discussing the surgery of diaphragmatic hernia 
the author states that the thoracic route is to be 
preferred. The abdomen should be opened only 
when exploration of the herniated organs is neces- 
sary. In such cases Prat does not hesitate to section 
the lower border of the thorax. 

If after resection of the sclerous edges the diaphrag- 
matic orifice is too large to be sutured directly, 
suppleness and mobility of the diaphragm may be 
obtained by removing the portion of the thorax 
anterior to the herniation. Such a resection com- 
prises ribs, intercostal muscles, and if necessary, the 
parietal pleura. The author has used this operation 
also in cases of purulent pleurisy. W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Taylor, W. H., and Taylor, N. B.: Tidal Irrigation 
of Wounds by Means of Liquid-Tight Closure. 
J. Am. M. Ass., 1920, lxxiv, 1700. 


The authors have devised a rubber cap to be 
placed over the mouth of a wound through which, 
by means of two tubes, the wound can be alter- 
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Fig. 1. Sectional view of a ragged wound covered by 
the appliance. The rubber cover is sucked down to the 
skin surface and the wound is shrunken in by the action of 
the negative pressure. 
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Fig. 2. Sectional view of the same wound as shown in 
Fig. 1. The wound cavity is dilated and the appliance 
distended by the action of positive pressure. 


nately filled with fluid and aspirated without soak- 
ing the dressings. 

In a foreword to the article Gallie states that this 
method of irrigating gave extremely satisfactory 
results in 200 cases in which he used it. 

The device somewhat resembles a tam-o’shanter 
or a bathing cap made out of rubber. Two rubber 
tubes lead through the center of the crown. The 
part which would correspond to the head band is a 
rim of rubber which rests on the skin and forms a 
circumferential valve. As the irrigating liquid is 
forced into the appliance through one of the tubes 
this rubber rim is pressed more firmly against the 
skin around the edges of the wound. 

The modus operandi is as follows: 

The cap is lightly bandaged over the mouth of 
the infected wound. One of the tubes is connected 
with an irrigating flask and the other allowed to 
hang over the bed into a waste pail. The flask is 
filled with the solution to be used (the authors 
prefer a ro per cent solution of sodium chloride but 
any antiseptic solution may be employed) and the 
flask is raised above the level of the wound suffi- 
ciently high to obtain a positive pressure which will 


insure the flooding and distention of every corner 
of the wound. The outflow tube is clamped off and 
the wound allowed to remain distended for some 
time. The inflow tube is then clamped, the outflow 
tube opened, and by the siphonage action thus creat- 
ed the flooded wound is aspirated and subjected to 
a negative pressure. 

This ebb and flow of fluid has a marked cleansing 
action on the wound secretion and the negative 
pressure induces hyperemia and lymphorrhcea, 
increases phagocytosis, and causes the extrusion 
of bacteria. R. B. BetTMaAn. 


Lee, W. E.: The Chlorine Antiseptics. Ann. Surv.. 
1920, Ixxi, 772. 

The direct germicidal effect of all the chlorine 
antiseptics is dependent upon the liberation of their 
chlorine and the combination of this chlorine with 
bacterial protein. 

The rapidity with which the hypochlorite solu- 
tions liberate their chlorine necessitates the presence 
of large masses of available protein (devitalized 
tissues and profuse wound exudate) or the use of 
very dilute solutions. Very dilute solutions liberate 
such a small mass of chlorine that their direct 
germicidal effect is almost negligible. Unlike the 
other chlorine antiseptics, however, they exert a 
very definite indirect germicidal effect by the forma- 
tion of hydroxides which act as solvents of the cul- 
ture material provided by devitalized tissues and 
wound exudate. 

The synthetic chloramines are more stable com- 
pounds of chlorine than the hypochlorites and 
therefore can be used for larger germicidal masses 
or in greater concentrations. They act practically 
as reservoirs from which chlorine is slowly and 
automatically given off as the tissues present the 
necessary reacting substances. 

The hypochlorite solutions are indicated in cases 
in which there are large masses of dead and devita- 
lized tissues or profuse tissue exudates which cannot 
be removed by mechanical means. They should not 
be used if these are absent nor should they be 
applied to tissues poorly supplied with blood, ten- 
dons, or cartilage. 

The chloramines are indicated when there is bu 
little, if any, dead tissue, and when the wound 
exudate is moderate in amount. They are of value 
only as germicides. In the human tissues they liber 
ate their chlorine slowly over a period of from three 
to twenty-four hours and in sufficient quantities to 
unite automatically with the bacteria and other 
proteins presented by the wounds. I. W. Bacu 


ANZSTHESIA 
Ross, E. M.: Some Observations on the Occurrence 
of Acidosis after Anesthesia. Canadian M. Ass. 
J., 1920, x, 548. 

Ross found that the large majority of patients show- 
ing acetone and diacetic acid before operation had 
been ill for some time with infections, the toxamias 
of pregnancy, or pathologic conditions causing vary- 





Een - —~D 














—E 





GENERAL SURGERY — SURGICAL TECHNIQUE 259 


ing degrees of starvation. Some were children who 
had not been actually ill, but had been undernour- 
ished for some time. Some of the latter were ap- 
parently healthy, but had gone through a period of 
starvation for twelve or eighteen hours. 

In practically all of the emergency cases in which 
the intestinal tract was involved (with the exception 
of injuries) acidosis was found clinically and there 
were acid bodies in the urine. Both the amount of 
acid and the severity of the symptoms were in 
proportion to the length of time the patient had 
been ill before the operation. Patients who came to 
operation within twelve hours of the onset of an 
attack of appendicitis usually showed no symptoms 
and had only a slightly acid urine, while those who 
came to operation in from two to three days later, 
with abscess formation or peritonitis, usually had 
marked symptoms and more definitely acid urine. 
Whether this almost constant factor of acidosis in 
cases of acute abdomen is due to the presence of 
infection, as in appendicitis, or is the result of star- 
vation and vomiting the author was not able to 
determine. He is convinced, however, that the pres- 
ence of acid bodies in the urine in acute conditions 
does not contra-indicate operation but is an addi- 
tional indication for surgical treatment. 

The treatment of practically all of these cases in 
the author’s opinion is simply a matter of feeding. 
To prevent the symptoms of acidosis patients should 
be well fed until the morning of operation. If the 
operation is to be done later in the morning they 
should be given a light breakfast and allowed to 
have water until within two hours of the operation. 
This of course does not apply to gastric surgery. 
Purgation is not advised; it has been found that an 
enema on the morning of operation is usually 
sufficient. The author does not believe that routine 
treatment with sodium bicarbonate is necessary. 
Such treatment is indicated, however, by a positive 
reaction in the urine for acid bodies and by clinical 
symptoms. 

Following the operation the diet should be in- 

creased to normal as rapidly as possible. If acetone 
appears in the urine and especially if clinical symp- 
toms develop, sodium bicarbonate in large doses 
and glucose should be given. If the condition is at 
all alarming these may be administered intra- 
venously. In three of the author’s cases in which 
vomiting was most distressing and persistent the 
vomiting ceased at once following intravenous injec- 
tions of a sodium solution. In all of these cases the 
urine showed both acetone and diacetic acid which 
rapidly disappeared following the injection. 
_ Ross suggests that all children should be overfed 
for some days before being sent to the hospital, 
allowed a full meal the night before operation, and 
given rich gruel and sugar early in the morning of 
the day of the operation. If the operation is not to 
be performed until late in the afternoon, breakfast 
should be given. Milk should not be allowed on the 
day of operation as it is apt to curd and cause 
trouble if the child vomits. I. C. Hers. 


Delmas, P.: Spinal Cocainization in Operative 
Gynecology and Obstetrics (De la rachicocanisa- 
tion en gynécologie et obstétrique opératoires). 
Rev. frang., de gynéc. et d’obst., 1920, XV, 145. 


Delmas believes that the disfavor into which 
spinal anesthesia induced with cocaine has fallen 
is due to faulty technique and the use of impure 
cocaine. 

The drug must be pure and should not be dis- 
solved until the moment that it is to be used. To 
prevent the irritating action of distilled water on the 
meninges, Delmas dissolves the cocaine in cere- 
brospinal fluid. The injection may be made into 
any of the spaces below the second lumbosacral 
vertebra, but the best area seems to be the lumbosa- 
cral space of Chipault. The instruments necessary 
are a trocar 7 cm. long and a 20 ccm. Luer syringe. 
The cerebrospinal fluid should be drawn off, mixed 
with 2 cgm. of the cocaine in the syringe, and then 
rapidly re-injected. 

Delmas has performed 30 gynecological and 
obstetrical operations under cocaine spinal anesthe- 
sia. The gynecological operations included the 
removal of the adnexa in 4 cases, 1 hysteropexy, 
6 subtotal vaginal hysterectomies, 1 amputation of 
the cervix, 4 total hysterectomies by the upper 
route, and 8 total hysterectomies by the lower 
route. The obstetrical operations included 1 cesarean 
section and 2 high forceps operations. 

Following the injection an immediate subumbili- 
cal anesthesia is obtained, and as the motor nerves 
are not involved by the weak dosage the patient 
is able to obey instructions regarding her position 
and to aid in inducing uterine contractions. 

The duration of the analgesia depends upon the 
amount of cocaine used. In obstetrical cases the 
effect of weak doses of cocaine on the foetus is neg- 
ligible. W. A. BRENNAN. 


Hirschfelder, A. D., Lundholm, A., and Norrgard, 
H.: The Local Anesthetic Actions of Saligenin 
and Other Phenyl Carbinols. J. Pharmacol. & 
Exper. Therap., 1920, xv, 261. 

To be of value as a local anesthetic a substance 
must be of low general toxicity and possess a high 
degree of anesthetic effect, an especially high 
selective action for the sensory as compared with 
the motor nerve fibers, and the power to induce 
anesthesia of long duration. From all these stand- 
points, saligenin (salicyl alcohol) stands pre-eminent 
among the phenyl carbinols studied. It has the 
lowest toxicity, the least tendency to cause the form- 
ation of wheals or subcutaneous oedema, and the 
highest selective action in blocking the sensory 
nerves. Moreover, it produces an anesthesia which 
lasts longer than that obtained with procaine or 
benzyl alcohol and quite as long as that obtained 
with any other member of the series. 

Saligenin has been employed with excellent re- 
sults in various operations such as tonsillectomies, 
excision of benign tumors, toe amputations, and 
operations for hernia. SAMUEL Kann. 
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Rail, W. A.: The Continuous Administration of 
N.O in Dental Surgery. Internat. J. Orthodont. & 
Oral Surg., 1920, Vi, 375. 


The obsolete method of inducing anesthesia by 
means of pure N2O without the admixture of oxygen 
or air is mentioned and condemned. A mixture of 
about 8 per cent of oxygen or 40 per cent of air with 
N:O is recommended, the former for surgical, the 
latter for dental, operations. 

Signs of anesthesia should not include cyanosis 
or jactitation. Rebreathing is advocated when the 
respiration is shallow. Chloroform is recommended 
for old and stout persons, and ethyl chloride for 


SURGERY OF THE 


HEAD 


Sachs, E.: A Few of the Problems in Neurolcgical 
Surgery. South. M. J., 1920, xiii, 434. 


Intracranial lesions should be recognized earlier. 
The reasons why intracranial cases come to the 
surgeon later than others requiring surgical inter- 
ference are two in number: 

First, the idea is still prevalent that cerebral 
syphilis, especially in the form of gummata, is a 
very common lesion. This is erroneous. While 
cerebrospinal syphilis, a disease affecting the men- 
inges primarily, does occur frequently, a focal lesion 
of the brain due to syphilis is very rare, much more 
rare than a new growth. The misconception has 
often led to the institution of a prolonged course 
of anti-syphilis treatment, and during this time a 
neoplasm is able to make tremendous headway. 
The rule laid down by Horsley in the early nineties 
—that from four to six weeks should be ample time 
to demonstrate the efficacy of energetic treatment 
for syphilis—holds good today. 

The second reason for the late diagnosis of intra- 
cranial lesions is that the triad of symptoms, head- 
ache, vomiting, and choked disc, is still awaited. 

Choked disc is occasionally caused by syphilis 
and as a rule patients with choked disc and a posi- 
tive Wassermann oran undoubted history of syphilis 
are first given anti-syphilis treatment to relieve the 
condition. Whenever a choked disc is discovered, 
however, it is most important first of all to relieve 
the intracranial pressure by a decompression opera- 
tion. Only then, if syphilis is the underlying cause, 
should anti-syphilis tre:tment be instituted. 

Another group of cases which have proven of 
great interest in neurological surgery are those 
presenting focal lesions of the spinal cord. Such 
cases should be considered from the surgica! stand- 
point. It is no longer justifiable merely to make a 
diagnosis of transverse myelitis. Transverse myelitis 
is not a pathologic entity. Its underlying cause 
should be determined and if it cannot be overcome 
by some other therapeutic measure, an exploratory 
laminectomy is indicated. H. A. McKnicur. 
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children under 10 years of age. In the cases of al- 
coholics the author uses gas and ether or a mix- 
ture of gas, chloroform, and ether. 

The use of N2O for old and stout persons and those 
suffering from arterial degeneration, large goiter, 
enlarged glands, or any neck condition causing dif- 
ficulty in breathing is discouraged. 

The author uses a nose and mouth inhaler con 
sisting of a separate mouth and nose piece joined 
together by a patent rubber tube. The gas flows into 
the nose piece and then along the connecting tube 
into the mouth. 

Louis ScHULTz. 


HEAD AND NECK 


MacLennan, A.: The Repair, by Bone Graft, of 
Gaps in the Skull Due to Congenital Deficiency, 
Injury, or Operation. Glasgow M. J., 1920, n. s. 
xi, 251. 

Wide removal of bone has given the best results 
in cases of gunshot wounds. Discrimination is 
necessary, however, in determining the extent of 
such removal. It is, of course, essential to obliterate 
the septic region, if possible, but in many cases 
this does not ‘necessitate wide clearance of bone. 
Free exposure of the brain is beneficial as it con 
stitutes a very complete decompression. 

The patient’s safety is increased when the brain 
has a rigid covering. Such a covering should be com- 
posed of bone rather than of metal or celluloid. 
The less foreign material left in the wound the 
better. The author has adopted the use of the 
autoplastic bone graft as the ideal solution of the 
problem. The technique of the inlay by bone is as 
follows: An incision is made following the line of 
the scar which, if feasible, is excised. No special 
means such as the use of elastic or a metal tourniquet 
is taken to control hemorrhage. The scar and flap 
are raised from the region of the gap most carefully 
in order to avoid opening the subdural space. In 
many instances this necessitates splitting the scar 
on the flat. The dura must be freed all round the 
inner surface of the gap margin and the eburnated 
edge of the gap refreshed with rongeur forceps. The 
graft is then obtained from the scapula. An incision 
is made over the infra-spinatus fossa parallel with 
the muscle fibers which are separated until the bone 
is reached. A graft of requisite size and shape is cut 
out with the osteotome or gouge. It is then fitted 
into the opening in the head so that it is entirely 
within the skull, resting upon the separated dura 
and the inner table. Firm fixation results from the 
intracranial pressure exerted by the expanding 
brain. To obtain an accurate fit of the graft it may 
be necessary to bend or fracture it. After its inser- 
tion the skin edges are sutured over it. The graft is 
obtained from the scapula because no disability 
follows scapular mutilation and the bone is eminent- 
ly suited for the operation. H. A. McKnic#t. 
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Mummery, S.: A Successful Case of Bone Graft- 
ing. Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. 
Odont., 78. 


The case reported was a severe shell wound of the 
face presenting a large opening on the right side of 
the mandible which admitted three fingers. The 
X-ray findings showed an extensive comminuted 
fracture on the right side from the canine back as 
far as the angle, a fissure extending from this 
region up the ascending ramus nearly to the sig- 
moid notch, and a fracture of the neck of the 
condyle. 

The right second and third molars, which were 
involved in the fracture, were removed. Cast metal 
splints were then cemented to the upper and lower 
tecth and these were wired together. A rib graft 
was then inserted, mortised at each end, and firmly 
fixed by pegs cut from the same rib. 

After one year and twenty-three days the patient 
was discharged from the hospital with a fully effi- 
cient jaw which opened to a normal extent and 
possessed excellent masticating function. 

Two features of interest in this case are the devel- 
opment of an attack of tetanus which nearly proved 
fatal and delayed treatment of the fracture, and 
the occurrence of prolonged sepsis after the graft 
had been inserted, which cleared up entirely. 

Louis SCHULTZ. 


Jorge, J. M.: Palliative Trephining in Cerebral 
Processes (La trepanacién paliativa en los proceses 
cerebrales). Rev. Asoc. méd. argent., 1919, xxxi, 568. 


If hypertension occurs during the first few months 
or even during the first few years of life, hydro- 
cephalus results. When ossification of the cranial 
bones is complete, however, this disten‘ion is not 
possible and the increase of pressure of the cere- 
brospinal fluid is manifested by a syndrome of 
cephalalgia, vomiting, mental torpor, slow pulse 
and respiration, and choked disc. Meningitis either 
acute or chronic, may cause an increase in intra- 
cranial pressure of such intensity that decompression 
is necessary. Palliative trephining is of value in 
such cases because it affords temporary relief during 
the course of treatment and often prevents the blind- 
ness which would otherwise result. 

Trephining is especially valuable in cases of 
intracranial pressure which do not yield to lumbar 
puncture. Many cases of syphilis with cerebral 
manifestations which have not yielded to even 
intense specific therapy have shown immediate 
improvement under such therapy following a de- 
compression. This is explained by the fact that 
decompression plays an important réle in the im- 
provement of the cerebral circulation which in turn 
produces more favorable conditions for the cure of 
the original lesion. 

Indications for the operation are more definite in 
cases of cerebral tumors. According to the most 
recent statistics only between 10 and 15 per cent of 
cerebral tumors may be extirpated. The remainder 
are benefited by a palliative operation which not 
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only prolongs life but makes the patient more 
comfortable. Decompression is always indicated, 
and when possible the tumor should be removed. 
The author gives the details of five cases in which 
cerebral tumors were successfully removed. From 
his experience he concludes that decompression 
should not be delayed when hypertension begins 
to menace the vision. Distinct brain lesions of 
undetermined nature, specific or non-specific, may 
be modified by decompression so that all grave 
phenomena disappear with the hypertension. 

The benefits of decompression are observed also 
in cases of cerebral traumatism with focal symp- 
toms, and very definite indications for the operation 
are seen in cases of coma from cerebral hemorrhage. 
Five or six hours after the onset there is oedema of 
the affected hemisphere which increases the pressure 
exerted by the extravasated blood, and both the 
blood and the oedema exert pressure upon the sound 
side, compressing its convolutions upon the cranial 
wall. Decompression performed on the sound side 
results in the clearing up of the coma. 

When it is impossible to discover the location of 
a tumor of the brain or to remove the growth when 
it isfound a decompression operation at the site of 
election is indicated, not as treatment of the tumor, 
but for the relief of the vomiting, headache, choked 
disc, etc. W. R. MEEKER. 


Kerr, H. H.: The Late Treatment of Gunshot 
Wounds of the Head. Surg., Gynec. & Obst , 1920, 
XXX, 550. 


Wounds of the skull involving the brain result in 
two types of disability: one due to the skull defect 
per se, and the other due to the injury of the un- 
derlying tissue. Therefore the treatment of such 
cases should be considered from two points of view, 
that of surgery and that of neurology. 

Surgery can overcome only the mechanical defect 
and its immediate results. To a greater or less 
degree, however, all of the cases present the “‘defect 
syndrome.”’ The patients are morose and retiring 
and suffer more or less from headaches. Stooping 
over or turning suddenly causes dizziness. Loud 
noises are extremely irritating. Exposure to the sun 
results in headache and prostration. 

The defect syndrome can be improved or cured 
by the correction of the cranial defect. The author 
operates with the patient under local anesthesia and 
in the head-high position. This materially reduces 
hemorrhage and lessens the bulge of the associated 
cerebral hernia. The graft is sewed to the peri- 
cranium with the bone surface inward. The opera- 
tion is delayed for at least eight months after heal- 
ing. The technique is as follows: A subglial injec- 
tion of 1 per cent novocaine solution is made «bout 
the depressed scar, the bone defect is exposed, and 
the edges are freshened witha chisel. A linen pattern 
of the defect is then laid on the neighboring peri- 
cranium as a guide to the chiseling off of an osteo- 
periosteal graft. The graft is sewed to the defect 
with the bone surface inward. 
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The effect of this operation is most encouraging. 
The patient becomes bright and active and attacks 
the problems of re-education with hopeful vigor. 
The dizziness is relieved and in the majority of cases 
the headache disappears. The graft protects the 
brain from the sun and the irritation of loud noises. 

In cases of gross spastic paralysis daily massage 
and splinting are instituted at first, contracted mus- 
cles are stretched, and passive motion is given to 
stretch the contracted flexors. Ata very early date 
the patient is gotten out of bed and urged to walk. 
At first extent of motion; later, force of motion; and, 
finally, rapidity of motion are obtained by means of 
exercises. 

Experience based on a large number of cases 
of cerebral paralysis has most strikingly demon- 
strated that much more can be done for such cases 
than is commonly supposed. With proper ap- 
preciation of this fact we should be able to re-educate 
every patient with traumatic cortical injury to such 
a degree that practically no permanent disability 
remains. H. A. McKnicurt. 


Drachter, R.: The Treatment of Congenital Lateral 
Harelip (Richtlinien fuer die Behandlung der 
angeborenen seitlichen Lippenspelte).  Zentralhl. f. 
Chir., 1920, xlvii, 194. 


Harelip of the first and second grade does not 
generally require immediate or early surgical treat- 
ment, the best time for operation in such cases 
being usually after the first half year. Cases of 
harelip complicated with cleft palate should be 
operated on when the child is between six and 
eight weeks of age if its body weight is normal and 
there is no other intercurrent disease. Breast-fed 
infants should not be weaned. 

The operation is performed under local anes- 
thesia, not in the hanging head position, and the 
operative field is disinfected with alcohol. The 
upper lip is loosened from the upper jaw, and a flap 
of red tissue is formed on either side, the edges of 
which are equidistant from the edge of the wound. 
The cleft edges are freshened and _ buttonhole 
stitches of silk are made, the first stitch at the base 
of the flap where the red and white tissue meet, the 
second through the tip of the flap, and three or four 
through the entire thickness of the lip. These are 
tied from below upward. No dressing is applied. 
In cases of double harelip the other side is operated 
upon six or eight weeks later. STETTINER (Z) 


Stobie, H.: A Case of Osteomyelitis of tre Man- 
dible. Proc. Roy. Soc. Med., Lond., 1920. xiii, Sect. 
Odont., 70. 


Following the extraction of an aching upper tooth 
the pain increased rather than diminished and the 
left cheek and side of the neck became swollen. 
One week later several lower teeth were extracted, 
but the swelling increased and spread under the chin. 

Multiple abscesses then formed. These were 
opened. Openings were made also under the chin 
and behind the angle of the mandible on either side 
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and drainage tubes inserted. A large quantity of 
thick yellow foul-smelling pus was discharged. 

The X-ray findings were suggestive of diffuse 
osteomyelitis. 

The treatment consisted of frequent syringing with 
carbolic acid and liquor potassii, the application of 
hot fomentations every three hours, and enlarge 
ment of the sinuses to provide ample drainage. 
Three months later a sequestrum was removed which 
comprised practically the whole outer left side of thi 
body of the mandible from the symphysis to the 
angle. Marked local and general improvement 
followed, but six weeks later the discharge and swell 
ing increased. 

Bone was felt at the bottom of the sinus at the le/t 
angle and X-ray examination showed separation of a 
large portion of the left ramus but new bone on the 
lingual aspect. As the symptoms were severe. the 
sequestrum was freed by blunt dissection and re- 
moved. This sequestrum proved to be the condyle 
of the left ramus with the exception of the coronoid 
process. The remaining mandibular teeth were 
removed subsequently and six weeks later all the 
sinuses had closed and the movements of the jaw 
were normal. With the aid of adenture the patient 
was able to masticate. 

The X-ray then showed that the bone consisted of 
a homogeneous tissue and was considerably narrower 
from side to side than when it was raved at the 
beginning of treatment. 

The progress made and the result obtained in this 
case demonstrate that it is better to wait for sequestra 
to separate than to remove them immediately by 
operation. Louis SCHULTZ 


NECK 


DeRaffele, F.: A Clinical Case of Arteriovenous 
Aneurism of the Internal Carotid in Its Ex- 
tracranial Segment (Sudiun caso clinico di aneur 
isma arterovenoso della carotide interna nel segmento 
extracranico). Riforma méd., 1920, Xxxvi, 345. 

The case reported was that of a soldier and was 
diagnosed before death. Operation seemed contra 
indicated by the patient’s poor general condition but 
it is doubtful whether surgical treatment would have 
been of benefit. 

The author discusses in detail the diagnosis and the 
methods of determining the location of the lesion. 
Dicrotism limited to the right radial pulse is @ 
constant phenomenon of this anatomopathologi: 
type of aneurism and the expression of a lowered 
blood pressure and relaxation of the arterial walls. 
The blood depression is the essential factor. In 
the author’s case the dicrotism of the right pulse 
was correctly interpreted to be the effect of the 
depression produced by the abnormal carotid- 
jugular communication. 

In determining the location of the lesion in the 
internal carotid the pharyngeal findings are of the 
greatest importance. In the author’s case there was 
complete synchronism between the right and left 
temporal and the right and left facial arteries. This 
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seemed to indicate that the aneurism was in the 
external carotid but pharyngeal exploration es- 
tablished the fact that it involved that portion of 
the internal carotid which lies between the origin of 
the vessel at the upper border of the thyroid cartilage 
and the carotid foramen at the base of the cranium. 

Although involvement of the third, fourth, and 
fifth cranial nerves seemed indicated by slight facial 
paralysis, exophthalmia, ptosis, and dysphonia, the 
author believes these symptoms were due to the 
anatomical disposition of the aneurism, the course 
of the projectile causing the lesion, and compression 
of the vagus fibers directed toward the sensory 
and motor innervation of the larynx. 

W. A. BRENNAN. 


Reid, M. R.: Adenomata of the Carotid Gland. 
Bull. Johns Hopkins Hosp., 1920, xxxi, 177. 


In 1915 Steindl reported a carefully studied case 
of adenoma of the carotid gland and collected 41 
others from the literature. Recently Reenstierna 
reported 2 cases and found additional records in the 
literature which brought the total number of cases 
reported to 66. Reid’s article is based on 3 others. 
Two of these he operated upon himself. The 
third was operated upon by another surgeon who 
sent him a specimen of the tumor for diagnosis. 

According to Reid, the slowly growing pigmented 
tumor of the carotid gland, heretofore described as 
“carotid body tumor,” is a simple hyperplasia of a 
part or all of the normal gland and may be desig- 
nated as an adenoma. In rare instances a malig- 
nant condition develops within it. 

A ‘‘potato tumor of the neck”’ is sometimes a pri- 
mary sarcoma or carcinoma of the carotid body. 

The relation of the common carotid artery to 
enlargements of the carotid gland is of value in the 
diagnosis. This artery was caught and carried later- 
ally or anteriorly so that with its branches it was 
often readily felt on the surface of the tumor. 

Bulging of the pharyngeal wall and paralysis of 
a vocal cord are frequently observed in an enlarge- 
ment of the carotid body. The paralysis is detected 
only by direct examination of the cords inasmuch 
as disturbances of speech are not usual. 

Yellowish pigmentation of the body, flushing of 
the head and neck, and a slow, somewhat apathetic 
= mind result from hyperplasia of the carotid 
gland. 

The mortality of operations for the condition is 
very high. Partial or comple_e preliminary liga:ion 
of the carotid artery and care in obtaining h. mo- 
stasis at the second operation however, reduce it 
materially. 

In some cases in which an operation was impera- 
tive on account of the size of the growth the author 
found it better to do a decompressive operation than 
to attempt extirpation of the tumor. After the 
tumor was dislocated laterally and had become more 
superficial its removal was easier and safer. particu- 
larly if the artery had been tied at ¥ time of the 
decompression operation. . E. BEILsy. 
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Stierlin and Von Meyenburg: Progressing Thrombo- 
sis and Embolism in the Internal Carotid 
Region following Contusion and Ligation (Die 
fortschreitende Thrombose und Embolie im Gebiete 
der Carotis interna nach Kontusion und Unter- 
bindung). Deutsche Ztschr. f. Chir., 1920, clii, 1. 


Stierlin and Von Meyenburg report 5 cases of 
thrombosis and embolism in the carotid region which 
followed contusion and ligation and presented the 
symptoms of an intracranial hemorrhage. In every 
case except 1, that of a patient who recovered, the 
diagnosis was ’ confirmed by autopsy. 

Following an injury of the intima and media of 
the internal carotid by a glancing bullet a thrombo- 
sis may form if the continuity of the wall is not im- 
paired. If the arterial lumen becomes obliterated 
by the thrombus an ischemic softening may occur 
in the region of the artery of the sylvian fossa, caus- 
ing the symptoms of a hemiplegia and, when situated 
on the left side, also an aphasia. As the entire 
syndrome develops slowly, a mistaken diagnosis of 
intracranial hematoma is made easily. If the throm- 
bus grows peripherally and closes up the collaterals 
of the circle of Willis ischemic softening of the 
corresponding part of the brain results. The etiology 
of the increased coagulation of the blood is still 
unexplained. 

The authors observed also a case of retrograde 
thrombosis of the common carotid, internal carotid, 
and median cerebral arteries after ligation in a case 
of Basedow’s disease. This thrombosis led to 
softening of the brain. The increased coagulation 
of the blood was especially interesting in this in- 
stance as usually lowered coagulability is character- 
istic of Basedow’s disease. 

The prognosis is more favorable if at the site of 
the injury a mural thrombus forms from which 
only small emboli can be carried away (Case 3). 

The author concludes that as ligation of the 
carotid may be followed by embolism, especially 
if it is done in an infected area, and as the procedure 
is itself more or less dangerous to the brain, it should 
be performed only when no other method is possible. 

Kors (Z). 


Homans, J.: Accidents and Precautions in Liga- 
tion of the Common Carotid Artery. Ann. 
Surg., 1920, Ixxi, 707. 

The author reports the case of a man 24 years of 
age who received a bullet wound in the neck in which 
the blood vessels were injured. At operation the 
common carotid artery was ligated. Fatal hemi- 
plegia resulted. Following this case report and a 
review of the literature, Homans summarizes his 
conclusions as follows: 

Whenever an injury to the common carotid is 
suspected the quality of the emergency collateral 
circulation and the strength of the arterial cir- 
culation as demonstrated by the blood pressure 
and the apparent degree of shock should be de- 
termined. Ligation of the common carotid artery 
should be done only in cases of external hemorrhage 
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and dangerous extension of the local hematoma and 
when all the circumstances appear favorable for the 
formation of a collateral cerebral circulation. The 
surgeon should be prepared to make a temporary or 
permanent repair of the common carotid when 
temporary occlusion induces immediate cerebral 
symptoms. The jugular vein should be ligated 
before or during occlusion of the artery, blood trans- 
fusions should be given when necessary, and a 
local anesthetic used whenever possible. If opera- 
tion is delayed there is a greater likelihood of injury 
to adjacent nerves but less danger of cerebral com- 
plications. E. C. RosITsHEK. 


Plummer, W. A.,and Broders, A. C.: Tuberculosis 
of the Thyroid. Minnesota Med., 1920, iii, 279. 

The authors divide the literature on tuberculosis 
of the thyroid into three classes: (1) reports of 
cases in some of which both clinical and pathologic 
examinations show that secondary infection and 
abscess formation have modified the gland; (2) 
accounts of histologic findings in the thyroids of 
persons who died of general miliary tuberculosis; 
and (3) studies on the pathology of simple and 
exophthalmic goiters. Mosiman reported n‘ne cases 
from the Crile Clinic and called attention to the 
striking relationship between hyperthyroidism and 
tuberculosis of the thyroid. Either the hypertrophic 
gland has a lowered resistance against the tuber- 
culosis bacillus or the infection stimulates the 
parenchyma to an abnormal activity and is thus 
indirectly responsible for the hyperthyroidism and 
its attendant symptoms. 

In the seven cases obseived at the Mayo Clinic 
the clinician and surgeon had been unable to 
diagnose tuberculosis of the thyroid previous to 
microscopic examination of the glands. Patients 
with tuberculosis of the thyroid may be divided into 
three groups: (1) those with a high degree of hyper- 
thyroidism, (2) those with a moderate degree of 
hyperthyroidism, and (3) those in whom hyper- 
thyroidism is mild or absent. Two of the reported 
cases belonged to Group 1 and represent typical 
high-grade exophthalmic goiters from which they 
could not be distinguished. The pathologist reported 
extensive parenchymatous hypertrophy with tuber- 
culosis in certain areas. The single case in Group 2 
represents an intermediate stage in which the 
hyperthyroidism is less severe. Pathologic examina- 
tion showed a fair degree of parenchymatous hyper- 
trophy and very extensive tuberculous involvement. 
With one exception the four thyroids of the patients 
in Group 3 were smaller than those of the patients 
in the other groups. The clinician had recognized 
an unusual condition in all and had suspected car- 
cinoma in three. In this group of patients the con- 
dition may be at least suspected before operation, 
but must be distinguished from simple thyroiditis 
and malignancy of the thyroid. 

The fact that the greater the tuberculous in- 
volvement the less severe the toxic symptoms may 
be explained by the more extensive destruction of 
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the gland. Five, and probably six, of the patients 
were suffering from hyperthyroidism, but there was 
nothing definite to indicate that tuberculosis pre- 
ceded the hyperthyroidism. 

The usual thyroidectomy is of doubtful value in 
these cases and hypothyroidism may result. 

One of the seven patients whose cases are reported 
by the authors is in perfect health two years after a 
thyroidectomy; one has myxcedema; and two others 
have not been heard from recently. In the other 
three cases the postoperative period is not yet of 
sufficient length to warrant conclusions as to the 
prognosis. M. B. KELLoc«. 


Loeb, L., and Hesselberg, C.: III. Studies on 
Compensatory Hypertrophy of the Thyroid 
Gland: (a) The Effects of Homoiotoxins on 
Hyrertrophy of the Thyroid; (b) Change in 
Weight in the Host as a Factor in Comrensa- 
tory Hypertrorhy; (c) Phagocytosis in the 
Hypertrorhic Thyroid Gland. J. Med. Research, 
1920, xli, 283. 


The questions which the authors wished to answer 
in this article are as follows: 

1. Did the effects of homoiotoxins which they had 
previously established and which concerned lympho- 
cytes, fibroblasts, and capillary vessels affect the 
compensatory hypertrophy? 

2. Had the homoiotoxins a direct effect on 
compensatory hypertrophy, in addition? 

3 Conversely, did compensatory hypertrophy 
modify the usual effects of homoiotoxins on the 
transplants? 

Their answers are based on a long series of experi- 
ments along these lines, the results of which they 
summarize as follows: . 

1. The homoiotoxin did not prevent the effect of 
the growth substances which cause hypertrophy of 
the thyroid gland, but diminished it. In this 
respect the action of the homoiotoxin was similar to 
that observed in the case of a substance given off by 
the corpus luteum which called forth the develop- 
ment of deciduomata. Homoiotoxin did not prevent 
the formation of deciduomata, but diminished their 
frequency and size. 

It therefore may be concluded that homoiotoxins 
not only interfere with regenerative processes which 
take place in response to injury, but also with the 
chemical action of growth substances. The homo- 
iotoxin exerted this effect on the thyroid gland main- 
ly through the homoio-reaction as expressed in the 
activity of lymphocytes, fibroblasts, and vessels. 
There was no indication that the homoiotoxin had a 
directly injurious e“ect on the processes which lead 
to hypertrophy. However, the main effect of the 
homoiotoxin consisted in the calling forth of a 
secondary destruction of the thyroid tissue which 
had become hypertrophic. This destruction took 
place principally by means of the lymphocytic 
reaction and less through the action of fibroblasts. 

2. The hypertrophic changes in the thyroid did 
not essentially alter the individuality-specitic 














homoio-differentials. The homoio-reaction was as 
marked in the hypertrophic as in the normal gland. 

3. The homoio-differential depended upon the 
relationship of the host and donor. When the 
homoio-reaction was very weak it was probable that 
the differential was a syngenesio-differential instead 
of a homoio-differential. 

4. A considerable loss of weight, in one case 
amounting to as much as 1g per cent of the total 
weight of the animal and to a loss of 11 per cent in 
the unit time, did not necessarily prevent hypertro- 
phy of the thyroid gland. A loss of weight sufficient- 
ly great to call forth the production of hypotypical 
ovaries sometimes permitted the hypertrophic 
changes. On the other hand, the evidence made 
it at least probable that a gain in weight was more 
favorable for the occurrence of hypertrophy than a 
loss. 

5. After an injury of the thyroid gland particles 
of blood pigment sometimes appeared in the acinus 
cells as well as in phagocytes which were found in the 
lumen of the acini. These granules seemed to persist 
longer in the acinus cells than in the lumen of the 
acini; they were especially apt to appear in hyper- 
trophic cells and were never seen in normal glands. 
In this case it was probable that there was phagocytic 
activity on the part of the thyroid cells. It was 
probable also that all cells which were capable of 
amoeboid movements were capable also of phagocy- 
tic activity. G. E. BEmsy. 


Barnhill, J. F.: Surgery of the Thyroid. J. Am. M 
Ass., 1920, Ixxiv, 1558. 

According to Barnhill, the most plausible theory 
of the etiology of goiter is that which attributes 
the condition to infection. Many physicians con- 
tend that thyroid disease may arise in the throat, 
and a clinical study of numerous cases of goiter in 
which there were foci of infection in the throat and 
mouth furnishes abundant evidence in support of 
this assumption. In disease of the thyroid the 
intimate relation of the enlarged gland to the 
upper air tract is usually much increased and gives 
rise to a multiplicity of symptoms, chiefly respira- 
tory. 

In view of this relationship of the throat to disease 
of the thyroid body and the fact that the growth of 
laryngology has been in the direction of cure by 
surgical methods, the assumption of surgery of the 
thyroid by the laryngologist is to be expected and 
perhaps may prove helpful. 

Especially in certain types of cases surgery of the 
thyroid must be based on the most accurate diag- 
nosis possible. 

Modern operative technique and surgical train- 
ing and skill have reduced the mortality of goiter 
surgery to almost nothing. 

Plummer classifies goiters into non-toxic, toxic 
non-exophthalmic, exophthalmic, and malignant. 
Undoubtedly many non-toxic goiters should not be 
operated upon, especially if they are of only moder- 
ate size and do not give rise to symptoms. Both 
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thyrotoxic and exophthalmic goiters present pre- 
operative problems that as yet have not been satis- 
factorily solved. Undoubtedly in numerous cases 
there is a well-marked, exceedingly dangerous, and 
troublesome thyrotoxicosis with no enlargement or 
only slight enlargement of the thyroid gland. Such 
cases are characterized by pronounced nervous 
symptoms, tachycardia, and loss of weight and have 
sometimes been diagnosed as hysteria, neurasthenia, 
heart disease, or nervous prostration. In the treat- 
ment the surgeon needs the assistance of a thorough- 
ly trained diagnostician. 

When once the definite diagnosis of surgical 
goiter has been made the operation should be per- 
formed as soon as possible. In all cases of non-toxic 
goiter, unless some other associated disease contra- 
indicates operation, the goiter may be removed 
when the patient has been surgically prepared. 
In cases of toxic and exophthalmic goiter the 
patient’s vitality may be so impaired that a long 
period of preparation is necessary before operation 
may be performed with safety. Rest, both mental 


and physical, to overcome the increased metabolism- 


is essential. Rest in bed at home is not always 
helpful rest. Often, also, attempts to obtain rest in 
the hospital fail and the toxic state becomes worse. 
In such cases it is probable that the safest time for 
operation has arrived when the metabolic rate is 
reduced to one-third above normal and the pulse 
rate to below 120. 

In regard to the anesthetic to be employed expe- 
rienced surgeons hold different views. In the au- 
thor’s opinion ether is the ideal anesthetic in goiter 
surgery. 

An important factor of safety in the operation is 
the limitation of the loss of blood. Not much 
blood can be lost as the patient is anemic and 
therefore the drain of an amount that would be 
harmless in other cases would prove fatal under 
these conditions. 

In removing the gland the author has found 
that in some cases at least it is entirely possible to 
strip the parathyroids from the posterior capsule 
and thus remove the entire capsule. He does this 
by working from the upper pole downward, doing 
the stripping by means of a piece of gauze and keep- 
ing directly against the smooth, shiny glandular 
capsule. By this procedure the recurrent laryngeal 
nerve is protected from injury. Barnhill does not 
advocate the routine removal of the entire capsule, 
however, as the parathyroid bodies are sometimes 
embedded in it or lie completely within the gland 
and in such cases would be endangered or re- 
moved by such a procedure. 

The question frequently comes up as to when 
ligation should be done. Ligations are indicated 
only when the removal of a necessary amount of the 
thyroid gland would be hazardous. Since this dan- 
ger arises in only two types of goiter, the highly 
vascular and the severely thyrotoxic, it is evident 
that ligations are justified only when one of these 
conditions is present, and in the latter case only when 
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the metabolic rate is high, the patient is greatly 
exhausted, tachycardia and arrhythmia are marked, 
and, in general, a state of collapse is imminent. 

Improvement following ligation does not usually 
continue to the point of final cure. After a varying 
period of time the blood and nerve supply to the 
gland is more or less restored and the former hyper- 
toxic state again sets in. Before this period arrives 
complete thyroidectomy should be done if it is 
reasonably safe. 

In removing the gland one of the most impor- 
tant questions the surgeon must settle is how much 
he should remove. This must be determined on the 
basis of his own experience. 

The author’s experience in the surgery of the 
thyroid is based on 150 cases in which the observa- 
tions were made somewhat from the point of view 
of the laryngologist rather than from that of the 
general surgeon. He has corresponded with or has 
seen most of the patients months or years after the 
thyroidectomy and not one has expressed dissatis- 
faction with the results of the operation after two 

" years. 

In the last six years Barnhill has kept notes as 
to the presence of diseased tonsils in goiter cases. 
More than go per cent of the cases he examined 
showed such disease. In more than 50 per cent of 
his cases of goiter in which operation was _ per- 
formed during this period the tonsils were removed 
before the thyroidectomy, sometimes as long as a 
year previously, in the hope that the goiter opera- 
tion might thus be avoided. It is the author’s 
belief that after the thyroid is once diseased the 
removal of the tonsils has little appreciable effect 
on the thyroid condition. G. W. Hocurein 


Hubeny, M. J.: The X-Ray Treatment of Exoph- 
thalmic Goiter. Jilinois M. J., 1920, xxxvii, 383. 

The treatment of exophthalmic goiter and other 
forms of thyrotoxicosis by the roentgen rays is of 
definite value when it is properly given. Numerous 
workers have obtained gratifying results as regards 
amelioration and cure, the percentages of cure being 
so satisfactory as to invite a more universal applica- 
tion of the method. 

The author uses two techniques which he de- 
scribes as follows: 

Technique 1. Interrupterless machine, broad 
focus Coolidge tube. Parallel spark gap 9 in. The 
rays are filtered through 4 mm. of aluminum and 
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Young, R. F.: Penetrating Gunshot Wounds of the 
Chest. Glasgow, M. J., 1920, n.s. xii, 193. 


Young reports a series of 82 consecutive cases in 
which the pleura had been penetrated by a foreign 
body. These cases were treated at a base hospital 
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1 mm. of leather. The skin focus distance is 8 in. 
Three areas are treated at each sitting, each area 
receiving two-thirds of an erythema dose. Areas 
treated: (1) right half of goiter; (2) left half of goiter; 
(3) thymic region. This constitutes one treatment. 
Treatment is repeated in three weeks. After one 
series of such treatments none is given for three 
months. A second series is then given, and if neces- 
sary, a third series after an interval of three months. 

Technique 2. Interrupterless machine. Broad 
focus Coolidge tube;'9 in. parallel spark gap, 4 mm 
of aluminum filtration, 1 mm. of leather filtration 
Skin focus distance 14 in. Sittings 3 to 6. Areas 
treated: (1) right anterior thyroid; (2) left anterior 
thyroid; (3) right anterior thymus; (4) left anterior 
thymus; (5) right posterior cervical ganglion area; 
(6) left posterior cervical ganglion area. Dose, one 
half erythema over each area. The same frequency 
of repetition as in Technique 1. 

Technique 2 is one of choice when the patient is 
not highly toxic, permitting a gradual recrudescence 
of symptoms with less tendency toward recurrence. 
The areas over the cervical ganglia are included 
because of Cannon’s observation that stimulation of 
these centers causes secretory activity in the thyroid, 
while the effect of the X-ray seems to inhibit their 
action. When because of such conditions as cardiac 
debility or marked thyrotoxicosis immediate results 
are desired Technique 1 is to be employed. 

The earlier the treatment is begun the sooner the 
response to roentgenotherapy. The favorable signs 
are the abatement of the nervous symptoms, a gain 
in weight, slowing and stabilization of the pulse, 
and a decrease or disappearance of the exophthalmos 
in about 4o per cent of the cases. The goiter may or 
may not decrease in size. 

Some of the undesirable and dangerous possibil- 
ities are hypothyroidism and telangiectasis and 
atrophy of the regions treated. These changes are 
more apt to occur when unfiltered rays are used or 
repeated erythema is produced. The first treat- 
ment may increase the toxemia to a dangerous de- 
gree. To guard against this the patient should rest 
in bed before the treatment is begun and at first 
only small doses should be given. When surgery 
has been employed and has not resulted in a com- 
plete cure, great caution is necessary as the danger 
of hypothyroidism is greater. The treciment 
should not follow operation too soon and should not 
be prolonged. ApotpeH HartTuNG 


THE CHEST 


from the middle of August to the end of October, 
1918. Forty-seven of the injuries (57.2 per cent) 
were bullet wounds and 35 (46.2 per cent) were due 
to fragments of shell or shrapnel. In the former, the 
bullet had penetrated the chest, causing entrance 
and exit wounds in nearly 90 per cent. In about 10 
per cent the missile had failed to pass out. 





























In every case in the series some intrathoracic 
change was discovered. When the lung had been 
penetrated or bruised, hemoptysis was a constant 
sign. 

Ten patients had subcutaneous (surgical) em- 
physema on their arrival at the hospital. In 7 
cases it was associated with entrance and exit bullet 
wounds, all of which were complicated by fracture of 
ribs. Soltau and Alexander consider the presence 
of subcutaneous emphysema as a “‘favorable sign, a 
safety valve preventing pneumothorax which has 
rarely been found associated.”’ In the 10 cases 
pneumothorax was present in 5, the diagnosis being 
corroborated by X-ray examination. 

Hemothorax was present in 71 cases (86 per cent), 
in 21 of which there was also pneumothorax. It is 
probable that the hemorrhage was pulmonary in 
origin as in all the cases except 2 in which the lung 
had been penetrated a haemothorax was present, 
whereas in 9 cases, in which the pleura had been 
penetrated but the lung uninjured, haemothorax was 
absent. 

Breathlessness was a constant feature, especially 
after slight exertion. The majority of the patients 
arrived at the hospital with some degree of pyrexia. 
A few had subnormal temperatures, but soon became 
feverish after a rest. The duration of pyrexia un- 
associated with sepsis varied from six to seventeen 
days from the time of the receipt of the wound. In 
the majority of cases it lasted about eight days. 

The physical signs were very complex. Dullness 
was always present and the X-ray showed that the 
diaphragm was higher on the affected side. Skodaic 
resonance was commonly found above the level of 
the fluid. CEgophony and pectoriloquy were fre- 
quently noted in a small resolving haemothorax and 
were regarded as favorable signs. In a few cases of 
large haemothorax the vocal resonance was increased, 
but this was unusual. In every case there was weak- 
ness or absence of the breath sounds. The breathing 
was tubular in only 4, and in these cases the hemo- 


thorax was small and undergoing resolution, giving 


only a slight opacity to the X-rays and soon clearing 
up. 

In the postmortem examinations collapse of the 
lung below the upper limit of the fluid was found 
when hemothorax was present and was generally 
associated with some emphysema and always with 
oedema of the non-collapsed portion. 

There were 21 cases of pneumohemothorax, 18 of 
which were of the simple variety and 3 due to gas- 
forming bacilli. The most conclusive method of 
diagnosing the condition was the X-ray examina- 
tion. 

Pneumothorax not. associated with hemothorax 
was found in only 1 instance, a case in which there 
Was an entrance and exit bullet wound with fracture 
of the seventh, eighth, and ninth ribs. The X-ray 
plate showed hemorrhagic infiltration of the middle 
lobe and considerable displacement of the heart. 

Hemorrhagic infiltration of the lung was found in 
9 cases, generally by X-ray examination, and in all it 
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coincided with the probable path of the bullet or 
shrapnel ball. 

The complications in the uninjured lung included 
acute congestion and oedema following operation in 
I case, oedema which was found postmortem in 2 
cases, and an “increased density’ which was shown 
by the X-ray in 3 cases. In 1 case in which the 
foreign body lodged in the right side and caused a 
sterile haemothorax a sterile serous effusion occurred 
on the other side, and in another case in which 
the X-ray showed very marked density in the not 
wounded side the increased density was proved at 
the postmortem to be due to old pleuritic adhesions. 

Fractured ribs were present in 28 cases. 

In 7 cases the missile entered the abdomen after 
penetrating the chest. In 2, the spleen was wounded 
and both of these patients died, one from gas- 
bacillus infection of the chest, the other from second- 
ary hemorrhage of the spleen. In 3 cases the liver 
was involved. In 2 of these the foreign body was 
left in the liver untouched. All 3 patients recovered. 
In 2 cases the missile passed from the chest into the 
abdomen without giving rise to any abdominal 
symptoms. Both patients recovered. In 1 case the 
fragment of shell had passed in the reverse direction, 
lodging in the lung after doing considerable damage 
in the abdomen. Death resulted from peritonitis. 

Fourteen cases were complicated by additional 
wounds elsewhere. None of these, however, affected 
the chest condition. 

Of the 42 entrance and exit bullet wounds, 8 (20 
per cent) became infected. Two (40 per cent) of the 
5 wounds which were produced by lodging bullets 
and tro (30 per cent) of the shell wounds were in- 
fected. Three of the infections were staphylococcic; 
all of the patients recovered. Two were streptococcic 
infections and of these, 1 was fatal. One patient 
with a combined staphylococcic and streptococcic 
infection and 2 with a combined streptococcic and 
pneumococcic infection recovered. In 5 cases of 
mixed aerobic and anaerobic infection there were 2 
deaths. In all of these the anaerobe was the bacillus 
welchii. There were 2 cases of anaerobic infection 
(bacillus welchii) with recovery. Three cases of 
bacillus welchii and bacillus sporogenes infection 
resulted in 2 deaths. Two infected patients with 
discharging sucking wounds died shortly after 
their admission to the hospital but no bacterial 
examination was made. 

A rule to which the author found no exception was 
that patients with penetrating wounds of the chest 
showed some signs of pulmonary distress on their 
arrival at the base hospital. For this reason the 
primary examination was made as brief as possible. 
When it was evident that immediate interference 
was not necessary the first part of the treatment con- 
sisted of complete rest to overcome the unfavorable 
effects of the journey. The patient was placed in 
whatever position he found the most comfortable 
and was given 4 gr. of morphia. 

Following a complete rest a more thorough 
examination was made. This included:a physical 
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examination, and when possible, an X-ray examina- 
tion. If a comparatively large hemothorax was 
present the chest was explored by means of a syringe 
with a long, fine needle and the fluid was sent for 
bacteriological examination. 

On the basis of the findings of the examination the 
cases naturally fell into two groups, those which 
required operation, and those which did not. 

If a sterile haemothorax was present the indications 
for interference were the same as those in an 
ordinary pleural effusion. Aspiration was done in 
several cases in this series with no bad results. 
Potain’s aspirator was used. 

Three cases of infected hemothorax were treated 
by simple aspiration: 2, by resection of the rib, 
complete evacuation of the haemothorax, and 
closure; and 1, by resection of the rib and Carrel- 
Dakin treatment. In 5 cases the bullet had tra- 
versed the chest but remained lodged in the parietes. 
The bullets were readily removed. In 2 cases the 
missile was removed from the lung. In 3 cases the 
fragment of shell was in the pleural cavity. In 1 
case a fragment of shell had passed through the 
pleural cavity into the liver by way of the diaphragm. 
After the hemothorax was removed the edges of the 
opening in the diaphragm were sutured to the 
parietes and the track into the liver was packed. 
Recovery resulted without complications. 

When the patient was acutely ill and toxemic, 2 
per cent novocaine was used as the anesthetic. 
For the more elaborate operations gas and oxygen 
proved satisfactory. In 1 case warm ether anesthesia 
was used with very good results. 

Autogenous vaccines proved beneficial in the 
cases in which a chronic discharging sinus remained 
after operation. Breathing exercises were used to 
promote expansion of the lung. 

The author reviews the results of operations per- 
formed at casualty clearing stations and divides the 
operations into two classes: primary, i.e., done soon 
after the injury was received, and secondary, done 
after the wound had become septic. 

The primary operations were of two types: (1) 
excision of the wound and suture, and (2) excision 
of the wound, removal of the fractured portion of the 
rib, and suture of the pleura and parietes. 

Seven cases were treated by the first type of 
primary operation. Three healed by first intention 
without complications. Three which were associated 
with fractured ribs, but in which the rib was not 
resected became septic and required further opera- 
tion. All of these patients died. The seventh case, 
in which a fragment of shell had fractured the ribs 

‘and had become lodged, also became septic, but be- 
cause of the patient’s poor condition on arrival no 
operation was performed and death resulted. 

The secondary type of primary operation was 
done in 9 cases and all but 1 healed by first inten- 
tion without complications. The 1 case in which 


primary healing did not occur became infected with 
streptococci and staphylococci and required further 
operative treatment at the base hospital. 
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Secondary operations consisting of resection and 
drainage were done for infected hemothorax. Three 
of the 6 patients so treated recovered. 

In the entire series of 82 cases there were 10 deaths 
(12.2°per cent). 

In order to ascertain the end-results of such pene- 
trating wounds of the chest an effort was made to fol- 
low the patients after their discharge from the hos- 
pital. At the time of their discharge from the hospital 
the cases were classified as: (1) clean entrance and 
exit wounds; (2) clean wounds due to lodging 
bullets; and (3) septic wounds. Fifty per cent of the 
patients with the first class of injuries were fit for 
service after two and one-half months’ treatment in 
the hospital. This does not mean, however, that the 
condition of the chest was normal. The remaining 50 
per cent of the patients were convalescent within 
three months. At the present time a year after the 
study of these cases, all of the patients are working 
and are receiving a pension for disability varying 
from 20 to 30 per cent. Some are still troubled with 
breathlessness after exertion. 

In the second group the hospital period before 
convalescence was longer. Fifty per cent of these 
patients who replied to questionnaires were returned 
as fit for service after an average of three months in 
the hospital. A year later all of them were at work 
and were receiving a pension for 4o per cent dis- 
ability. 

In the third group the hospital period was longer 
than in either of the other two. None of the patients 
was returned as fit for service, and none of them left 
the hospital in less than seventy-five days. All of 
those from whom reports were received a year later 
were doing light work and were receiving a pension 
for disability varying from 20 to 4o per cent. 

G. W. HocureIn. 


Hess, A. F., and Unger, L. J.: Scorbutic Beading of 
the Ribs. Am. J. Dis. Child., 1920, xix, 331. 


For many years beading of the ribs has been con- 
sidered characteristic of rickets and in the course 
of the authors’ study extending over a period of two 
years this sign has been found most valuable in the 
determination of the degree and kind of this con- 
dition. In following the variations in degree their 
several hundred cases were divided into six grades 
which changed as the rickets improved or grew 
worse. The character of the beading was noted— 
whether it consisted of the usual round, smooth 
knobby junctures, whether it was angular, or whethet 
there was eversion of the lower free border of the 
rib. The cause of the greater incidence of the bead- 
ing in the fifth, sixth, and seventh ribs is not thor- 
oughly understood. Immobilization and excessive 
mobilization of one-half of the chest made no 
difference. . 

The author states that beading is not pathogno- 
monic of rickets as it occurs frequently in scurvy. 
Demonstrating that beading in scurvy was not due 
to concurrent rickets is the fact that cases have 
been observed in which beading was noted in the 

















absence of other signs of rickets and in which ade- 
quate amounts of cod-liver oil had been given, and 
other cases in which the “‘rosary”’ cleared up very 
quickly following the administration of orange juice 
or tomato. In doubtful cases also autopsies showed 
the characteristic signs of scorbutic joints in the 
costochondral junctures. Scorbutic beading was 
found in cases of experimental scurvy in animals in 
which subperiosteal and medullary hemorrhages 
were demonstrated. Aschoff and Koch found bead- 
ing in scorbutic soldiers. Beading may occur also 
in beri-beri, another so-called “‘ deficiency ” disease. 
Scurvy was at one time called acute rickets. The 
basis for this confusion was the fact that beading 
occurred in what seemed definitely to be scurvy. 
Therefore beading of the ribs has clinical and 
diagnostic significance. Rickets and scurvy may be 
associated but the same deficiency in diet which 
produces one does not produce the other. It is 
known that small quantities of fruit juice will pre- 
vent scurvy but not rickets and that cod-liver oil 
will gradually prevent the development of rickets 
but is of no prophylactic value as regards scurvy. 
R. G. PACKARD. 


PHARYNX AND @SOPHAGUS 


Mills, R. W., and Kimbrough, J. S.: The Radium 
Treatment of Cancer of the @sophagus under 
Roentgen-Ray Control. J. Am. M. Ass., 1920, 
Ixxiv, 1570. 

Cancer of the cesophagus is one of the most dis- 
tressing diseases and one in which the situation is 
hopeless from the standpoint of a radical removal 
even though the condition gives early symptoms, 
may be diagnosed at least as early 2s any other in- 
ternal] cancer, and forms metastases late. Palliative 
treatment is distressing and unsatisfactory. There- 
fore the authors deem it advisable to report the 
results they obtained by radium treatment, even 
though their number of cases was small and the 
period of observation at the longest was only eigh- 
teen months. 

The beneficial action of radium on malignant 
tissue is due to its selective retrogressive action on 
the cancer cell when used in a dosage not harmful 
to normal tissue. When an attempt is made to 
utilize this principle in the practical therapeutic 
use of radium, however, certain difficulties are 
encountered. First, what may be termed the 
“coefficient of tolerance” of normal as compared 
with pathologic tissue is not as great as might be 
hoped for, and second, the devitalizing action of 
radium on malignant tissué rapidly decreases with 
the distance of the radium from the tissue, the 
decrease varying approximately as the square of 
the distance. 

There is as yet no accepted criterion as to the 
amount of irradiation that the normal cesophagus 
will tolerate. While at first this would suggest the 
use of a safe minimum, it must be borne in mind 
that if benefit is to be derived the dose must be 
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large enough to be definitely active throughout the 
entire tumor. Smaller doses, while favorably affect- 
ing immediately contiguous malignant tissue, may 
be so weakened on reaching more distant portions 
of the growth that they are stimulating rather 
than inhibiting. , 
Essential to the successful insertion and con- 
tinuous application of radium in cancer of the 
cesophagus are: (1) a knowledge of the location 
and physical peculiarities of the tumor and the 
resulting stricture, especially the location, extent, 
direction, and degree of the stenosis; (2) a means 
by which effective and non-traumatizing canaliza- 
tion of the cancerous stricture may be effected; 
(3) a mechanical means of maintaining the radium 
in direct contact with the tumor; (4) a means by 
which frequent observation of the position of the 
radium during the period of treatment is possible; 


and (5) careful judgment as to the dose, filtration, ’ 


and frequency of treatment based on experience 
and the peculiarities of the individual case. 

While cesophagoscopy has been utilized to obtain 
some of these ends, the less appealing roentgen-ray 
diagnosis of cancer of the cesophagus made in con- 
junction with the clinical history will probably be 
as accurate. By this method an initial roentgen-ray 
study of the position and physical peculiarities of 
the tumor is made by both screen and plate, a simple 
mixture of bismuth subcarbonate in water or, 
when the stricture is not great, bismuth suspended 
in artificial buttermilk, being used for visualization. 

The patient is given a preliminary injection of 
morphine and atropin one-half hour before the 
radium treatment is begun. Occasionally, in cases 
of marked stricture, a spoonful of olive oil one-half 
hour before treatment is helpful in relaxing second- 
ary spasm. The radium, enclosed in a container 
composed of German silver 0.5 mm. in thickness 
and further filtered with o.5 mm. of brass and a 
thickness of rubber, is mounted on the end of a 
slightly springy drawn silver wire encased in a rub- 
ber tube. It is introduced like an ordinary cesopha- 
geal sound and is left in place for six hours at each 
initial treatment. In the authors’ cases from one to 
seven treatments were given. The frequency and 
number of treatments and the length of those after 
the initial treatment were occasionally varied 
somewhat to meet the indications of the particular 
case. In nearly every instance 50 mg. of radium 
element were used. 

The immediate results of the treatment were in 
most instances beneficial, sometimes greatly reliev- 
ing the dysphagia. In several, the improvement 
was almost immediate, being noted within twenty- 
four hours. A gain in weight occurred in most cases. 
Curiously, the results were not reflected by a reduc- 
tion in the local oesophageal deformity and stenosis 
commensurable with the functional improvement. 
In several cases slight dysphagia returned but 
usually was relieved by another treatment. 

The tentative results may be summarized as 
follows: Eleven cases were treated. Cure was not 
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obtained in any instance but one patient was alive, 
in good condition and without evidence of metas- 
tasis eighteen months after the first treatment and 
the cesophagus showed no appearance suggesting 
present carcinoma. The other patients have been 
under observation less than a year. No case treated 
could be considered an early case and most of them 
were frankly advanced. Evidence of metastases 
was present in only one case and in that instance 
there was involvement of the stomach as well as of 
the abdominal cesophagus. Five patients died, one 
possibly from perforation due to the treatment. 
In six cases the dysphagia was strikingly improved. 
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The patients were usually able to continue their 
work, 

The authors’ conclusions are: 

1. The treatment of cancer of the cesophagus 
with radium-offers hope. In the small series of cases 
treated a most encouraging feature was the relief of 
the dysphagia. 

2. The roentgen ray gives valuable aid by 
revealing the peculiarities of the particular lesion 
and thereby aiding in the insertion and main- 
tenance of the radium in the proper position. It 
is possible that it would be of value also in other 
cesophageal instrumentation. G. W. Hocurein. 
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Stetten, D.: Modified Technique for the Radical 
Cure of Inguinal Hernia in the Male. Ann. 
Surg., 1920, Ixxi, 744. 

That so many methods have been and are still 
being advocated for the repair of inguinal hernia is 
rather convincing evidence that no one method is 
as yet quite perfect and that there is still room for 
improvement. 

The modification which Stetten advocates has the 
Bassini and Halsted operations as its progenitors. 
Essentially it consists in the overlapping of the 
external oblique aponeurosis beneath the trans- 
planted cord and over the Bassini suture. 

In all cases except those of young children and 
very nervous adults the operation should be done 
under local anesthesia. One-half per cept novocaine 
with suprarenin is used and injected by a combined 
conduction-infiltration method along the lines laid 
down by Braun and Schleich. The usual oblique 
skin incision is made. It should be sufficiently long 
so that there is free exposure at the medial angle. 
Every bleeding point must be carefully clamped 
and ligated. The external oblique aponeurosis is 
split in such a way as to leave a liberal lower flap. 
The cord with the sac is lifted out of its bed. The 
sac is then bluntly stripped from the cord to the 
point where the peritoneum begins to spread and is 
opened in order to determine whether it is empty or 
not. If necessary, adhesions between the sac and its 
contents are separated and excessive or diseased 
omentum is resected. The sac is then ligated or 
transfixed and ligated as high up as possible and 
amputated, and the stump is allowed to recede 
under the muscle. The inguinal branch of the ilio- 
inguinal nerve and the hypogastric branch of the 
iliohypogastric nerve are retracted so that they will 
not be included in the suture. The cord is also 


retracted and the internal oblique muscle with its 
conjoined tendon is sutured in the usual fashion to 
Poupart’s ligament under the cord. The apposition 
should be clean, without any interposition of fat. 
The ring should close snugly about the cord, but 


must not be strangulated. The sutures should not 
be tied too tightly, but the approximation must be 
accurate. 

The next step is the suture of the upper flap of the 
aponeurosis of the external oblique muscle to 
Poupart’s ligament also beneath the cord, just over 
the previous suture line. It may be done with in- 
terrupted sutures or with two short continuous 
sutures. Theaponeurosis should be sutured laterally 
and medially to the exit of the cord, a sufficient 
space being left at its point of emergence to prevent 
strangulation. Medial to the ring the suture should 
be extended to the spine of the pubis. 

The lower flap of the aponeurosis of the external 
oblique is then split perpendicularly to its fiber 
at a point opposite the ring with a straight, double, 
blunt-pointed scissors. This division is extended 
directly up to Poupart’s ligament, but not into it, 
and the cord is guarded with a blunt instrument to 
keep it from being nicked. In this way the lower 
flap is divided into two portions, a smaller and 
lateral portion and a larger portion which is medial] 
to the point of exit of the cord. This sectioning is 
necessary to prevent angulation of the cord when the 
lower flap is overlapped on the upper flap beneath 
the cord. The smaller lateral portion of the lower 
flap is now overlapped on the already sutured upper 
flap of the aponeurosis and held in place with 
several interrupted sutures or a short continuous 
suture. The larger, medial portion of the lower 
flap is then passed beneath the cord and sewed on 
the upper flap of the aponeurosis in a similar man- 
ner, the suture extending as near to the pubic spine 
as possible. A stitch is taken at each point where the 
lower flap has been divided and lies on the upper 
flap of the aponeurosis. The angles of the lateral 
and medial flaps should approach each other as 
closely as possible without constricting the cord. 
In some cases they may be approximated or even 
overlapped. The cord is left beneath the skin. 

The advantages of the proposed method are: 

1. The hernial orifice is closed by a triple layer 
of tissue and all available material is used for the 
plastic repair. The typical Bassini suture of the 



































internal oblique muscle and conjoined tendon to 
Poupart’s ligament is reinforced by a double suture 
line overlapping with broad apposing surfaces the 
aponeurosis of the external oblique beneath the 
cord. It is conceivable that if one or even two of the 
suture lines gave way, the third would be sufficient 
to prevent a recurrence. 

2. The danger of kinking and strangulation of 
the cord is reduced to a minimum as the cord 
emerges perpendicularly through the abdominal 
wall. 

3. If oozing from the cord occurs the hematoma 
which might form would be merely under the skin 
instead of beneath the muscles or aponeuroses. 

The author has operated upon 200 cases by this 
method and no recurrence has been reported in 
those which he has been able to follow up. 

Inguinal hernia in the female may be treated by 
a similar procedure in which a triple suture line is 
made and the aponeurosis is overlapped, but the 
splitting of the lower flap is rendered unnecessary 
by the absence of the cord. The round ligament is 
fixed by including it in one or two of the sutures 
between the internal oblique muscle and conjoined 
tendon and Poupart’s ligament. 

As suture material the author uses No. 2 or No. 3 
chromicized catgut for the deep internal oblique 
muscle and conjoined tendon, and No. 1 or No. 2 
chromicized catgut for the aponeuroses. In opera- 
tions on children the finer material is preferred. 

In recurrent cases or cases of large hernia in 
which there has been considerable oozing a small 


split-rubber tube drain should be placed sub- ° 


cutaneously at the lower angle of the incision to 
relieve the serous accumulation which is apt to be 
formed. This drain may be removed after a few 
days. The skin should be sutured with interrupted 
silkworm gut. 

The dressing should be a double spica. In its 
application the scrotum should be exposed so that 
the condition of the testicles can be observed. To 
prevent undue congestion of the testicles the scrotum 
should lie on an adhesive plaster bridge. The aver- 
age patient may be allowed up in from ten to twelve 
days after the operation. Heavy work should not 
be permitted for at least six weeks, and under no 
circumstances should a truss be applied. 

G. W. HocureIn. 


Schley, W. S.: The Utilization of the External 
Oblique Aponeurosis in Inguinal Hernia with 
Muscle Deficiency. Ann. Surg., 1920, Ixxi, 753. 


Schley urges additional fortification of the inner 
half of the inguinal canal in cases of hernia in which 
the muscular structure (the so-called conjoined 
tendon) and especially the internal oblique muscle is 
weak, attenuated, or deficient. He believes that the 
problem of hernial repair would be greatly simplified 
if surgeons availed themselves of the anatomical 
resources of this region. 

The procedure used by the author is not com- 
plicated and consumes only ten or fifteen minutes 
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more than the regular Bassini method. It consists 
of the suture of the inner half of the external 
oblique aponeurosis to Poupart’s ligament after the 
internal oblique and conjoined tendon have been 
sutured and the overlapping of the internal half by 
the external half. 

This method has been found of value both 
in cases of moderate muscular deficiency of the 
internal half of the inguinal canal and in cases in 
which additional procedures such as rectus trans- 
position were necessary. 

Transplantation of the cord Schley considers an 
essential part of the operation for hernia. When it 
is not done, an opening is left at the weak inner angle 
and atrophy of the testicle may result from excision 
of the cord veins. The whole inguinal cana] should 
be obliterated by apposition of the muscle vo Pou- 
pirt’s ligament. 

The patient’s position after operation is of im- 
portance. Moderate elevation of the trunk and 
thighs, which is easily obtained with the Gatch 
bed relaxes both rectus and aponeurotic tension and 
n>t only makes the patient more comfortable but 
gives physiological rest. G. W. Hocuren. 


Hughes, B.: Acute Diffuse Peritonitis. J. Roy- 
Army Med. Corps, Lond., 1920, xxxiv, 521. 

Peritonitis is due to the entrance of virulent in- 
fection of intestinal origin into the peritoneal cavity 
and may be the result of trauma or disease. 

There is first hyperemia of, and exudation into. the 
infected focus. Then follows exudation into the per- 
itoneal cavity of a fluid which rapidly becomes 
turbid. This fluid is protective in character and in 
the beginning is sterile. 

After an injury peristalsis ceases, the gut becomes 
immobile, and adhesions begin to form. Adhesions 
are protective and the formation of many plastic 
adhesions is therefore a good sign. In the next stage 
the fluid is slowly converted into pus. At this time 
treatment may result in complete resolution. If 
the protective fluid becomes pus it causes septic 
absorption which leads to death from toxemia. 
Peristalsis is an important factor in the dissemina- 
tion of septic material throughout the peritoneal 
cavity. 

The symptoms are merely the body’s method of 
coping with the disease. The rigid abdominal mus- 
cles form a splint; pain and tenderness promote 
quiet; adhesions of the gut and omentum are at- 
temp s to wall off the infection; and vomiting is a 
natural method of getting rid of toxins. The most 
important complications of peritonitis are toxemia, 
localized abscess, and obstruction 

The usual treatment of the condition consists of: 
(1) the removal of the cause at the earliest possible 
moment; (2) drainage of the cavity with or without 
lavage; (3) abolition of distention by artificial means 
such as calomel, enemata, etc.; (4) the control of 
vomiting by drugs or lavage; (5) the administration 
of stimulants and salines, either rectally or sub- 
cutaneously; and (6) suitable nourishment. 
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The author’s conclusions with regard to treatment 
are as follows: 

1. The operation should be performed with the 
least possible disturbance of the gut and peritoneum. 

2. A small tube or glove drain may be left in the 
wound for forty-eight hours but is not always 
necessary. If left in for a longer period adhesions 
will form around it. As the early fluid lymph and 
adhesions are protective in character they should 
not be disturbed. If pus forms, drainage may be 
instituted. The peritoneal pouches should be care- 
fully mopped out with dry sterile swabs. Lavage is 
useless for this purpose as it washes away the pro- 
tective fluid and spreads the infection. 

3. The inflamed gut should be splinted. One- 
fourth grain of morphine should be given every 
eight hours, and 1/.00 gr. of atropine every twelve 
hours. When the pupils begin to contract (usually in 
forty-eight hours), the dose of morphine should be 
reduced to 1% gr. given every twelve hours. These 
drugs are continued until vomiting ceases and flatus 
is passed, which usually occurs on the fourth or fifth 
day. As the intestine is inflamed, rest is indicated 
as in cases of cellulitis of the leg or other inflamma- 
tions. 

4. Vomiting should be encouraged as it is a means 
of getting rid of toxemia. The character of the 


vomitus gives a clue to the nature of the prognosis. 
Gradually clearing biliary vomitus is a good sign, 
coffee-ground vomitus denotes a more serious 
toxemia, while fecal vomitus indicates further ob- 
struction and calls for operation. 

5. Normal saline solution is best administered 
subcutaneously and is necessary to prevent dehydra- 


tion from vomiting. Nine or ten pints should be 
given every twenty-four hours for the first two days, 
the amount being then reduced to 5 pt. The ad- 
ministration of the solution should be continued until 
vomiting has ceased. Copious drinks of water con- 
taining sodium bicarbonate and sodium citrate are 
necessary to wash out the stomach and promote 
diuresis. In forty-eight hours the patient will begin 
to pass large quantities of urine and will feel better. 
Stimulants are contra-indicated. When vomiting 
ceases, bismuth and compound tincture of camphor 
are beneficial. 

6. No nourishment should be given for the first 
forty-eight hours. On the third or fourth day glucose 
may be administered by rectum. As soon as vomit- 
ing has ceased Brand’s essence and albumin water 
sweetened with glucose may be given in small quan- 
tities frequently and regularly; also as much water as 
desired. After a week, milk and soda water, raw eggs, 
and a little custard may be allowed and the diet 
gradually increased, but a full diet is contra- 
indicated. On the tenth or twelfth day castor oil 
may be prescribed. 

One of 21 consecutive cases treated by the author 
in this manner is cited as typical. In the 21 cases the 
cause of the peritonitis was abscess of the appendix 
in 6; perforated gastric ulcer in 1; penetrating wound 
of the abdomen in 8; intestinal obstruction with 
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perforation of the gut in 4; and pneumococcal 
infection in 2. 

There was 1 death, that of a patient with intestinal] 
obstruction and gangrene of the gut. Recovery 
resulted in 20 cases. M. H. Hosart. 


Seelig, M. G.: Pseudomyxoma Peritonei in Male 
Subjects. Surg., Gynec. & Obst., 1920, xxx, 570. 

While there is a sufficiently large number of 
recorded cases of pseudomyxoma peritonei to remove 
this disease from the category of rarities, the num- 
ber of studied cases is too small to furnish a satis- 
factory concept of the exact nature of the patho- 
logic process. 

The outstanding and characterizing feature of 
the disease is the accumulation in the peritoneal 
cavity of a colloid exudate varying in consistency 
from a syrup to solid colloid masses. This exudate 
is the only constant finding in the disease. In some 
instances there is a progressive cachexia leading to 
death; in others, the disease runs a benign course 
followed by perfect recovery after suitable operative 
treatment, and often, doubtless, without operation. 
In a large majority of cases the primary cause of the 
disease is a rupture of a pseudomucinous ovarian 
cyst, while in a by no means small minority of cases 
this factor is the rupture of a mucocele of the appen- 
dix. To date, the latter is the only cause found 
responsible for the disease as it occurs in males. 

Seelig’s experience is limited to two cases, one of 
which is reported in detail in this article. The 
patient was a white male, 42 vears old, who entered 
the hospital complaining of abdominal pain, ab- 
dominal distention, weakness, and loss of weight. 
The pain had begun two years previously. At this 
time there were no gastric symptoms. The condi- 
tion continued without variation for six months, 
when, after a fishing trip, the patient returned 
home with a more or less severe cramp-like pain in 
the lower left abdomen which persisted all day. A 
physician prescribed some tablets and a_ physic. 
Five months after this attack the patient noticed 
that his abdomen had begun to enlarge while the 
rest of his body was becoming thinner. He was told 
he had dropsy and that tapping would be necessary. 

In October, 1912, he was operated upon and it is 
presumed that some fluid was removed. On inquiry it 
was learned that the surgeon had diagnosed the case 
as appendicitis and had operated on that basis. The 
patient stated that the wound was slow to heal and 
the dressings were saturated with a clear yellow 
fluid which resembled urine. This discharge con 
tinued for a week. He left the hospital in three 
weeks, but was not strong and the wound con 
tinued to discharge. He came under the author’s 
care in December, 1912. 

At this time a positive Wassermann reaction was 
obtained. The author’s diagnosis was syphilis 
malignancy (?), pseudomyxoma peritonei (?). The 
patient was put on dietetic treatment to increase 
his resistance and the sinus was regularly dressed 
with an aseptic dry dressing. Within a week 
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antisyphilitic treatment was instituted. At the end 
of a month the general condition was improved but 
there was no marked change in the local condition. 
Salvarsan was then injected intravenously, with 
the result that the discharge became more profuse 
for a few days but after a week the abdomen became 
considerably smaller, the discharge became less, 
and there was improvement in the general condi- 
tion. This improvement, however, did not last 
long. At the beginning of the third month of treat- 
ment both legs became oedematous and finally skin 
excoriations were discovered. The discharge from 
the sinus grew more profuse. The patient be- 
came progressively weaker and died of exhaustion 
February 23, 1913. 

An autopsy was pe formed. The anatomical diag- 
nosis was pseudomyxoma peritonei; chronic perito- 
nitis, with purulent and fecal exudate in the 
abdomen; brown atrophy of the heart; early arterio- 
sclerosis of the aorta; and oedema of the lungs. 

The pathology of pseudomyxoma peritonei is 
very striking and as far as the author knows it is 
unique in that the disease may run a benign or a 
malignant course clinically without furnishing any 
macroscopic or microscopic differentiating criteria. 
The outstanding pathologic feature of the disease, 
the accumulation of a gelatinous material, has been 
shown to be pseudomucin. This material may be 
found circumscribed in the right iliac fossa or may 
be widely scattered throughout the peritoneal 
cavity. Kaufmann, who refers to the disease as 


“pseudomyxoma peritonei ex appendice’’, classifies 
the possible sources of the pseudomucin as: (1) 


rupture of a cystic appendix; (2) rupture of a diver- 
ticulum of the appendix; and (3) perforation of an 
acutely inflamed appendix. 

The course of events following the escape of the 
pseudomucin varies: 

1. The exudate may be limited in its escape to 
the right iliac fossa where it constitutes itself as a 
saucer-like, kidney-like, or sausage-like mass which 
is slowly encapsulated by connective ti’sue g owth. 

2. Itmay not be localized to the right iliac fossa, but 
may escape to various and multiple intraperitoneal 
sites, setting up the typical peritoneal productive 
reaction which results in loculation of the pseudo- 
mucin into cyst-like cavities to which neighboring 
peritonealized structures become adherent. Some- 
times in this form of spread the pseudomucin be- 
comes delicately encapsulated and hangs from the 
intestinal peritoneum like small polypi. 

3. It may be entirely absorbed. At the time this 
paper was written Seelig had under observation a 
case in which it seemed probable that a pseudo- 
myxomatous mass was undergoing absorption. 

4. It may become widely disseminated and pos- 
Sess a tendency to marked secreting activity. It is 
such cases which present clinically the appearance of 
an ascitic abdomen with the associated symptoms of 
cachexia and general physical deterioration. In this 
group there may be infiltration of the abdominal 
wall. In spite of all the signs of malignancy, there is 
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in some instances clear-cut clinical evidence of the 
benign nature of the condition. while in o:her re- 
corded cases this type of the disease has been as 
fatal as widespread intra-abdominal c2rcinosis. 
Kinking of the intestine with consequent intestinal 
obstruction is naturally a probable complication. 

From the histopathologic point of view the chief 
interest centers around the fate of the epithelial 
cells which usually spread with the exudate. Ac- 
cording to Cagnetto, the contents of a cystic appen- 
dix are made up of mucus, leucocytes, and epithelial 
cells. The epithelial cells are usually found lining 
the various cyst cavities and vary in size from low 
cuboidal to high cylindrical cells. It is quite 
generally conceded that as the pseudomucinous 
exudate accumulates within the newly formed con- 
nective tissue capsule the intracapsular pressure 
destroys the epithelial lining. If this assumption 
is correct, it introduces an element of confusion in 
establishing definite criteria by which a diagnosis of 
carcinoma may be established. 

The symptoms of the disease vary within broad 
limits according to the stage to which it has pro- 
gressed and the type of pathologic course it follows. 
In Seelig’s second case, the case reported in this 
article, he was able to make the diagnosis tenta- 
tively because of the facts that the patient’s appen- 
dix had been removed at an earlier date because of 
appendicular disease, a postoperative fistula had 
been formed, and from this fistula a thin, mucinous 
exudate exuded. 

The prognosis of the disease varies from excellent 
to hopeless. If operative interference is instituted 
early before wide dissemination has occurred, a cure 
may usually be expected. The widely disseminated 
types (irrespective of whether subsequent investi- 
gation classes this type as pseudomyxoma or as 
carcinoma) offer the most hopeless outlook. 

Treatment consists in removing the primary 
focus of the disease—the appendix—and scooping 
out that portion of the exudate which can be 
reached conveniently and with safety, no attempt 
being made to clear the abdominal cavity of its 
entire pseudomucinous content. G. W. Hocurein. 


GASTRO-INTESTINAL TRACT 
Warren, R.: The Surgery of Gastric Urgencies. 


Practitioner, 1920, Civ, 429. 

This article refers to only two classes of gastric 
urgency: (1) perforation of gastroduodenal ulcer, 
and (2) hemorrhage from gastroduodenal ulcer. 
On the basis of the statistics of 72 unselected cases 
of perforated ulcers the author has arrived at the 
following conclusions: 

1. Thirty-five per cent of the ulcers were of gas- 
tric origin, and 52 per cent of duodenal origin. The 
origin of the remainder, which were situated in the 
pyloric region, is doubtful. There is no relation- 
ship between the mortality due to ulcer and the loca- 
tion of the lesion. 
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2. Early operation is of great importance. The 
prognosis is good in cases of twelve hours’ duration, 
but poor in those of twenty-four hours’ duration. 

3. The length of time required to perform the 
operation is an important factor. The mortality 
will decrease as the time consumed by the opera- 
tion is lessened 

4. Gastro-enterostomy should be done after the 
ulcer has been occluded and invaginated. The mor- 
tality was 60 per cent when simple suture and invag- 
ination of the ulcer were done and only 28 per cent 
when the simple suture was. followed by gastro- 
enterostomy. This is probably due to the fact that 
when gastro-enterostomy has been done the acidity 
is reduced and the patient may be given food earlier. 

5 Jejunostomy in very severe cases gave poor 
results as most of these cases were hopeless when the 
operation was performed. 

In his discussion of 12 cases of hematemesis 
from duodenal and gastric ulcers which have come 
under his care the author states that many cases 
are treated expectantly with disastrous results. 

Surgical interference is urgent ‘n all of these 
cases. The blood supply of the ulcer should be cut 
off at its source by ligatures and three or four stout 
catgut sutures drawn tightly around the ulcer 
transversely to its base. The operation should 
then be completed with a posterior gastro-enter- 
ostomy. H. K. Beco 


Straus, D. C.: Perforated Gastric Ulcer—Diagnosis, 
Surgical Management, Treatment by Actual 
Cautery. Surg. Clin. Chicago, 1920, iv, 493. 


Two cases of perforated gastric ulcer were pre- 


sented in this clinic. The clinical and anatomical 
findings had been different in each and accordingly 
each had received different treatment. 

The first patient when seen previously by another 
physician complained of epigastric pain, nausea, 
and vomiting. His appearance, marked tenderness 
in the epigastrium, and a typical gastric ulcer his- 
tory led the physician to send him to the hospital at 
once. On admission to the hospital he was examined 
and found to be in about the same condition as on 
the previous day. Sixteen hours after admission he 
complained of severe colicky pains in the abdomen. 
His lips were slightly cyanotic and there was marked 
rigidity over the entire upper abdomen, but no 
definite point of tenderness. The blood count was 
22,000. A diagnosis of perforated gastric ulcer was 
made. 

When the abdomen was opened a large perfora- 
tion was found and the abdom nal cavity was dis- 
covered to be filled with stomach contents. A stom- 
ach tube was passed and the remaining contents 
were aspirated. The perforation was then closed 
with through-and-through silk sutures reinforced 
by a row of Lambert sutures. A suprapubic tube 
was inserted and the abdominal cavity washed out 
with saline solution. Drainage of the upper abdo- 
men was effected by means of a rubber tube and a 
Bullet drain. 
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In the second case at the time of admission to the 
hospital a typical picture of perforated gastric ulcer 
was presented. At operation, which was performed 
at once, a small pin-point perforation was dis- 
covered. The edge of the ulcer had not sloughed away 
and therefore was removed with the actual cautery 
and the opening closed as in the first case. As little 
or no food had escaped into the abdominal cavity, 
only a small drain was required and no irrigation 
was necessary. 

The important points brought out in the discus- 
sion of these two cases before the clinic may be sum- 
marized as follows: 

1. The history should always be taken carefully 
in order to elicit every point which might indicate a 
previous gastric ulcer. 

2. There are no symptoms characteristic of 
threatening perforation. 

3. In early cases the diagnosis is usually easy. 
The history, a moderate degree of shock, agonizing 
epigastric pain, nausea, vomiting, and marked rigid- 
ity are the striking factors. 

4. When the patient reaches the quiescent stage 
two or three hours after perforation the serious 
nature of the case must not be overlooked. A care- 
ful history and leucocyte count will aid in the diag- 
nosis. 

5 When peritonitis has set in it must not be 
mistaken for acute appendicitis, perforated gall- 
bladder, or pancreatitis. 

6. When the indurated edge of the ulcer has not 
sloughed away it is best to remove it with the actual 
cautery. This procedure not only sterilizes the area 
but also guards against the development of carcin- 
oma. 

7. Gastro-enterostomy is not indicated unless 
pyloric obstruction following the operative pro- 
cedure is feared. 

8. Simple drainage is sufficient unless there are 
large quantities of gross food particles in the abdom- 
inal cavity, in which case it is advisable to irrigate 
with a saline solution and drain suprapubically. 

Both of these patients are doing very well at the 
present time and have no symptoms of their pre- 
vious trouble: H. K. Becc. 


Smithies, F.: The Significance of Etiological Fac- 
tors in the Treatment of Peptic Ulcer. J. Am. 
M. Ass., 1920, Ixxiv, 1555. 

The author’s study has carried him away from the 
ancient, unproved, and still prevalent conception of 
peptic ulcer as a local gastric disease caused by so- 
called “acid corrosion” and has led him to regard 
the gastric lesion as merely the local, accidental 
manifestation of a systemic disturbance initiated by 
a great variety of agents and seldom caused pri- 
marily by a gastric upset. 

Only 53 per cent of patients with gastric ailments 
previously diagnosed as ulcer were found aiter 
thorough study to have that condition. A review 0! 
the gastric chemism in 2,168 definitely proved cases 
of ulcer revealed the fact that 56 (2.6 per cent) 

















showed no free HCl; 499 (23 per cent) had free 
HCl values below 30; 890 (41 per cent) had free 
HCl values within the normal range of 4o to 50 
(Toepfer); and 723 (33.4 per cent) showed more 
than the “normal” free HCl. 

The author is convinced that careful search for 
precise etiological factors in cases of ulcer will dis- 
close information of value in the establishment of 
an intelligent therapeutic regimen. Local treat- 
ment will be premanently successful only when it is 
co-ordinated with therapeutic measures tending to 
restore to normal the systemic disturbance of which 
the gastric defect is but a part. 

An ulcer classification is presented which is based 
on what the author considers valuable etiological 
facts. The following groups, with the number of 
cases found in a careful analysis of 522 proved cases 
of gastric ulcer, are presented: (1) infections, 
chronic and acute, 173 cases (33.1 per cent); (2) 
arteriosclerosis, 77 cases (14.7 per cent); (3) visceral 
hypertonia, 68 cases (13 per cent); (4) chronic 
anemia, 61 cases (11.3 per cent); (5) syphilis, 41 
cases (7.8 per cent); (6) visceral hypotonia, 27 cases 
(5.2 per cent); (7) postoperative influence, 27 cases 
(5.2 per cent); (8) industrial intoxication, 22 cases 

2 per cent); (9) metabolic dysfunction, 18 cases 
(3.4 per cent); and (10) trauma, 8 cases (1.5 per 
cent). W. H. NaDLer. 


Paterson, H. J., and others: Discussion on the 
Remote Results of the Surgical Treatment of 
Gastric and Duodenal Ulcers. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Surg., 141. 


The remote results of gastro-enterostomy in the 
treatment of gastric and duodenal ulcers may be 
considered in three divisions, that is, clinical, 
physiological, and pathological. 

Of the author’s 450 patients, 80 per cent may be 
regarded as cured; g per cent as relieved; and 7 
per cent as unrelieved. In 4 cases a jejunal ulcer 
developed and in 1 there was a recurrence of duodenal 
ulcer. In 23 cases the operation was a complete 
failure. Before the performance of gastro-enteros- 
tomy there must be a definite pathologic indication 
or failure is insured. 

Of the physiological effects, diminution of the 
tota] acidity and increase of the mineral chlorides in 
the gast ic contents «re const nt. The former is 
due to a decr ae in the :.m unt of tot 1 chlorides 
secreted by the gastric mucosa and a neutralization 
of the free hydrochloric acid by bile and pancreatic 
juice which enter the stomach through the anas- 
tomosis. The increase of the mineral chlorides is 
due to the chlorides added by bile and pancreatic 
juice. After a gastro-enterostomy is undone these 
elements rapidly return to their normal values. 
Furthering this hypothesis is the fact that no 
increase is found in cases in which an enter- 
anastomosis or Y-operation has been performed. 
Che different types of gastro-enterostomies, with 
the exceptions noted, yield no differences in this 
estimation. It must be concluded, therefore, that 
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the operation affords relief on physiological rather 
than mechanical grounds. 


Postmortem examinations of 5 persons four or 


five years after an anterior gastro-enterostomy 
indicated the remarkable adaptation of nature to 
new conditions. The anterior surface of the stomach 
was drawn downward and posteriorly, while the 
proximal or afferent loop was shortened to half its 
original length. In 16 examinations the ulcer, 
gastric or duodenal, was found to have healed after 
gastro-enterostomy. The anastomotic opening had 
narrowed approximately !% in. 

Jejunal ulcer is the most serious complication. 
A clear distinction should be made between jejunal 
and gastrojejunal ulcers. The latter term should 
be applied to ulcers which occur along the line of 
anastomosis. The incidence of jejunal and gastro- 
jejunal ulcer is between 1 and 2 per cent. 

These ulcers are associated either with hyper- 
acidity and hypersecretion of the gastric juice or 
with diminished flow or diversion of bile. Few 
jejunal and gastrojejunal ulcers are caused by other 
toxic agents and infective processes. If such is their 
etiology the ulcers generally are multiple. Usually 
they result from the action of hydrochloric acid in 
increased amount or concentration. The time 
interval and location of the ulcers are the basis of 
objections to the theory that trauma from clamps 
is an exciting factor. Non-abso bable suture mate- 
rial is probably not a cause of gastrojejunal ulcer. 

Entero-anastomosis and operations of the Y-type 
expose the jejunum to the action of gastric juice 
unmixed with bile and pancreatic juice and are a 
fruitful source of jejunal and gastrojejunal ulcers. 

It must not be forgotten that gastro-enterostomy 
is but an incident in the treatment of gastric and 
duodenal ulcer. A’ carefully regulated diet after 
operation is all-important. When the operation is 
performed in the presence of definite pathology it is 
as satisfactory as any major surgical operation. 
The failures do not exceed 7 per cent. 

P. C. Gunsy. 


Seidl, F.: The Use of the Soft Duodenal Sound for 
Examining the Gastric and Duodenal Secre- 
tion for Occult Bleeding in Gastric and Duo- 
denal Ulcer (Ueber die Anwendung der weichen 
Duodenalsonde zur Untersuchung des Magen- und 
Duodenalsaftes auf okkulte Blutung bei Ulcus ven- 
triculi und Ulcus duodeni). Arch. f. Verdauungskr., 
1920, XXVi, 19. 


Seidl examined 70 patients with Einhorn’s soft 
duodenal sound. He reports the results of 26 cases 
in which a triple stool examination after short 
intervals either showed no occult bleeding or, 
because of hemorrhoids, was of no value. The 
benzidine test was employed. 

The sound is better than the stomach tube in 
that it is less apt to cause injury to the mucosa 
of the throat or stomach. By sounding with the 
patient in the left position and then in the right 
position and by examination of the duodenal 
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ontents some idea regardinz the location of the ulcer 
may be obtained. Repeated examinations reveal 
the effectiveness of an ulcer therapy and the indica- 
tions for operation. A further advantage in the use 
of the sound lies in the fact that the demonstration 
of occult blood is possible without placing the 
patient on a meat-free diet. In addition, the pro- 
cedure is not very disagreeable to the patient. 
KOERBL (Z). 


Pauchet, V.: The Surgical Treatment of Cancer of 
the Stomach (Traitement chirurgical du cancer de 
Vestomac). J. de chir., 1920, xvi, 129. 


Pauchet considers gastrectomy the operation of 
choice for the treatment of gastric cancer. He 
never does a jejunostomy and is of the opinion that 
gastro-enterostomy is indicated only as the first 
stage of a gastrectomy. He avoids the use of both 
ether and chloroform as anesthetics. 

The technique of the gastrectomy performed by 
Pauchet is based on that of Hartmann and Cuneo. 
The transverse mesocolon is perforated at its most 
avascular point and a jejunal loop taken about 10 
or 15 cm. from the duodenojejunal angle, is drawn 
through this opening. The anastomosis is then 
made by means of a button, end-to-side suture, end- 
to-side implantation, or suture and a side-to-side 
button jejunostomy. The operation is generally 
performed in one stage but in cases of tight pyloric 
stenosis it is done in two stages. When the patient 
is dehydrated or has acidosis the mortality of the 
one-stage operation is 40 per cent while that of the 
two-stage operation is only 1o per cent. In the first 
stage of the two-stage gastrectomy a posterior 
transmesocolic gastro-enterostomy is done under 
local anesthesia with the use of a Jaboulay button. 
The second stage consists of the resection and is 
done from ten to twenty days after the first stage. 

Pauchet has performed about 300 gastrectomies 
for cancer. In these cases the operative mortality 
varied from 12 to 20 per cent according to the time 
at which the operation was done. The author’s ex- 
perience of twenty years has convinced him that the 
immediate and end-resul's of gastrectomy for cancer 
of the stomach are much better than is commonly 
supposed. W. A. BRENNAN. 


Watkins, J. G.: A Successful Case of Lateral In- 
testinal Anastomosis through the Vagina. 
Lancet, 1920, cxcviii, 1364. 

The author reports a case to illustrate a useful 
emergency operation. A therapeutic abortion was 
being done on a multipara who two years before had 
undergone a ventrofixation of the uterus. The 
dilatation of the cervix was easily accomplished, 
very little force being necessary. The placenta and 
the body of the foetus were extracted together with 
several pieces of fat. In reaching for the head, the 


operator drew down a tough, flat, shiny substance 
which was thought to be a portion of the neck. 
After considerable trauma to this tissue it was dis- 
covered to be a coil of empty intestine which had 
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been torn from its mesentery. On exploration of 
the uterine cavity a 2-in. tear was found on the left 
wall. As the patient’s condition made it impracti- 
cal to perform a laparotomy, a partial resection and 
a lateral anastomosis of the intestine were done 
through the vagina. The intestine was returned to 
the abdominal cavity and a gauze drain inserted 
through the uterine laceration. 

For several weeks following the operation the 
patient had moderate abdominal pain and a slightly 
increased bodily temperature. During the third 
week faces were passed through the vagina and 
several portions of the foetal skull were removed 
from the uterus. Two months later the patient’s 
general condition was good, the fecal fistula had 
closed, and the bowels were moving without ca- 
tharsis. 

The author advises digital exploration of the 
uterus to rule out lacerations. A cervix that 
dilates too readily should be regarded with sus- 
picion and the operator should beware of anything 
in the uterus that is not obviously foetal or placental 
tissue. A. J. ScHOLL, JR 


Novaro, N.: Subcutaneous Intestinal Rupture 
Caused by Direct Trauma in a Case of Irreduci- 
ble Inguinal Hernia (Rottura intestinale sotto- 
cutanea da trauma diretto in ernia inguinale 
irriducible). Policlin., Roma, 1920, xxvii, sez. chir., 
113. 

Cases of traumatic rupture of the intestine in the 
sac of an inguinal hernia have rarely been reported 
in the literature. In this article Novaro reports 
the case of a man 67 years of age who had had a right 
inguinal hernia for about twenty-five years and who, 
in falling, received a blow directly above it. Despite 
the sudden, intense inguinal pain he was able to 
walk about 400 yd. to his home. He did not enter 
the hospital until two days later. The condition 
was then diagnosed as a partly irreducible inguinal 
hernia on the right side, traumatic rupture of the 
intestinal loop herniated in the sac, and acute 
diffuse peritonitis. 

An operation was performed immediately, about 
fifty hours after the injury. The inguinal sac was 
exposed and found to contain a portion of the 
omentum and small intestine. The latter was 
twisted, adherent by fibrin-pus, and lacerated at a 
point corresponding to the in-curving of the loop 
toward the inferior pole of its scrotal lodgment. 
There was no other rupture and no evidence of! 
strangulation. A black foetid fluid was found in the 
abdominal cavity and between the herniated 
intestinal loops and the walls of the hernial sac. 
The intestine was reduced into the abdomen after 
repair of the rupture and an attempt was made to 
check the infection by drainage. Death occurred 
after a few days from acute peritonitis. 

The author believes that the lesions in this case 
were caused by two different mechanisms. First, the 
involuntary instinctive movements made by the 
patient during his fall produced a sudden contraction 



























of the abdominal muscles which caused an immediate 
and decided increase in the intra-abdominal pressure. 
This pressure then overcame that of a truss and 
allowed the sudden ingress into the hernial sac of the 
omentum and a loop of the intestine with its gaseous 
and fluid contents, the sac being filled beyond its 
ordinary capacity. The rupture of the intestine in 
the sac was due therefore to a contusive-compressive 
mechanism which did not prevent the sac from 
emptying its contents into the abdominal cavity. 
The distention of the loop was naturally toward the 
scrotal pole where it found least resistance. 

Exact diagnosis of lesions produced by direct 
trauma in the inguinal region is not easy and the 
literature contains only a few cases in which such 
a diagnosis was made. Early diagnosis is of the 
greatest importance, however, as nearly all patients 
who wee operated on later than twenty-four hours 
after the injury have died. The best treatment is 
prompt and rapid surgical operation, all attempts to 
reduce the hernia being avoided. The procedure 
should consist of a herniolaparotomy as ample as 
possible to give exit to the septic contents of the 
abdominal cavity and drainage of the cavity. 
In cases of rupture of a herniated intestinal loop 
any delay in surgical exploration is almost certainly 
fatal. W. A. BRENNAN. 


Bolton, C., and Trotter, W.: Clinical Observations 
on Jejunocolic Fistula following Gastrojejun- 
ostomy. Brit. M.J., 1920, i, 757. 


The auchors review 31 cases of jejunocolic fistula 
following gastrojejunostomy, 27 of which were 
collected from the literature. 

Symptoms of jejunal ulcer, such as pain, vomit- 
ing, and bleeding, may precede those of fistula, or a 
symptomless fistula may be found during an 
operation for the relief of recurrent ulcer pains. 

The fistula, which may develop as early as a few 
weeks and as late as nine years after a gastro- 
enterostomy, generally manifests itself by a sudden 
and profuse attack of fecal vomiting and diarrhoea. 
The diarrhoea occurs in attacks which alternate with 
periods of normal movements. Vomiting generally 
occurs with the diarrhoea, but may be absent, 
occasional, or induced for relief. The vomitus may 
resemble waste passed by bowel and have a typical 
colonic odor or it may have merely a sour odor and 
contain bile and pancreatic ferments. Repeated 
examinations of the vomitus are occasionally 
necessary to establish the diagnosis as in some cases 
the leak is intermittent. The eructation of foul- 
smelling gas is quite common. The pain, which is 
cramp-like and due to intestinal colic, may be 
relieved when the diarrhoea appears. The appetite 
is lost in most cases, but in a number of those re- 
viewed it was normal or even increased. 

Physical examination may show abdominal dis- 
tention or increased peristalsis; occasionally a 
tumefaction may be felt surrounding the ulceration. 

In a few cases an X-ray examination of the 
stomach gave definite evidence of the disease, but 
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in the majority of cases the findings were incon- 
clusive. 

Several aids in the diagnosis are the following: 
substances given by mouth may shortly afterward be 
recognized in the feces; material injected into the 
rectum may be recovered by gastric lavage; the 
stomach is distended by the passage of air into the 
rectum, and vice versa. 

The fistula connects the jejunum and the trans- 
verse colon and is often situated below and quite 
close to the gastro-enterostomy opening. The stom- 
ach may also communicate with the colon, allowing 
the gastric contents to empty directly into the large 
bowel and producing a lienteric type of diarrhoea 

In most cases there is regurgitation of the contents 
of the colon into the jejunum with a minimal passage 
only of the jejunal contents into the colon. The 
edges of the fistula may be healed and smooth and 
the gastro-enterostomy opening may be closed. 

The patient’s nutrition is often quite well main- 
tained fora time, but wasting and inanition generally 
supervene gradually. 

The hydrochloric acid of the gastric contents is an 
important factor in the formation of jejunocolic 
fistula. The amount of gastric juice should be con- 
trolled after gastro-enterostomy in order to prevent 
fistulous complications. 

The treatment of jejunocolic fistula is surgical; 
the most satisfac.ory procedure is obliteration of 
the fistula without interference with the gastro- 
enterostomy. To secure a proper closure it is 
necessary to separate the jejunum and colon. If 
this is not possible, excision of the gastro-enteros- 
tomy may be necessary. A temporary ce#costomy 
which prevents the accumulation of gas above the 
suture line is often of great value. 

Four of the 31 patients were not operated on and 
died. Six of the 27 patients operated on died; in 
2 of these cases an exploration was done, but the 
fistula was not touched. A. J. ScHoit, Jr. 


Slesinger, E. G.: Actinomycosis of the Czecum, 
with Notes of an Unusual Case. Lancet, 1920, 
cxcviii, 1220. 


It has been said that in 60 per cent of the cases 
abdominal actinomycosis occurs in the appendico- 
cecal region. There are two theories as to the 
methods of infection, the first, that some infected 
foreign body lodges in the mucosa of the intestine, 
thereby carrying the infection to the connective 
tissue (in which tissue only it is pathologic), and 
the second, that the actinomyces are normal in- 
habitants of the intestinal tract and that a foreign 
body causes a trauma which becomes the point of 
entrance for the infection into the connective 
tissue of the gut wall. It is an open question 
whether the appendix or the cecum is the point of 
primary infection. 

There are three types of actinomycotic infection 
of the appendicocecal region. In the first and 
the most common form a painless and progressively 
enlarging tumor develops in the right iliac fossa 
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with the ultimate formation of abscesses and fistule. 
The second type is more acute in onset and simulates 
an ordinary attack of appendicitis of fair severity; 
the appendix is usually found to be gangrenous at its 
base. The third and most rare form consists of a 
class of cases in which an infected patch occurs in 
the cecum and perforates, giving rise to a secondary 
generalized peritonitis. 

The case reported is of the third type. A woman, 
32 years of age with a history of recurrent attacks 
of pain in the right iliac fossa for a period of two 
years was admitted to Guy’s hospital for severe 
generalized abdominal pain, worst in the right iliac 
fossa. A diagnosis of acute appendicitis was made 
and immediate operation was performed. When the 
abdominal cavity was opened a large amount of pur- 
ulent material was found in the pelvis. The caecum 
presented a thickened patch with a perforation in 
its center. Films of scrapings from the margins 
of this patch and from the purulent material from 
the pelvis revealed the presence of actinomyces. 
The normal appendix was removed and the cecal 
patch with its subsequent invagination was scraped. 
The peritoneal cavity was irrigated with saline solu- 
tion by means of Carrel tubes, these tubes being 
removed at the end of the third day. Fifty grains 
of potassium iodide were given three times a day. 
The wound healed readily and three months 
after the operation the patient seemed to have 
entirely recovered. B. R. PARKER. 


Aimes, A.: Intestinal Occlusion in the Course of 
Tuterculous Peritonitis (L’occlusion intestinale 
au cours de la péritonite tuberculeuse). Rev. de 
chir., Par., 1920, lviii, 177. 

The author has been able to find in the literature 
the reports of only 64 cases of intestinal occlusion 
occurring in the course of tuberculous peritonitis. 
His article is based on a review of these cases and 
a case of his own. 

Intestinal occlusion may occur in the course of a 
known or a latent peritoneal tuberculosis or after 
peritonitis has been cured. 

Generally tuberculous peritonitis is unrecognized 
and occlusion is the first symptom. The occlusion 
may be chronic or acute. Chronic occlusion has 
been considered the most frequent type but has 
been observed in only 22 cases, while acute occlusion 
was present in 42 cases. 

As a rule the occlusion is brought about by 
stricturing bands. In the 64 cases reviewed it was 
due to this cause in 22. to adhesions of the intestinal 
loops in 15, and to paralysis in 13. 

The prognosis is grave if an operation is not per- 
formed. In the series of cases reported there were 
4 deaths in the 4 cases not treated surgically. In 21 
cases treated by simple laparotomy there were 14 
recoveries and 7 deaths; in 15 cases in which bands 
were sectioned there were 11 recoveries and 4 deaths; 
in 7 cases in which adhering intestinal loops were 
separated there were 4 recoveries and 3 deaths; in 
5 cases in which an artific’al anus was formed there 
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’ were 3 recoveries and 2 deaths; and in 12 cases in 


which other operative procedures were used there 
were 6 recoveries and 6 deaths. Subsequently 
7 patients died from peritoneal or pulmonary tuber 
culosis. 

In intestinal occlusion due to peritoneal tuber 
culosis operative manceuvres should be reduced to 
the minimum. Statistics show that 64 per cent of 
the cases of paralytic occlusion are cured by opera- 
tion. In occlusion due to bands the mortality is 
only 21 per cent while in that due to adhesions it is 
55 per cent. 

The peritoneum is very tolerant in tuberculous 
peritonitis and by a laparotomy both the occlusion 
and the peritonitis may be treated. The formation 
of an artificial anus is necessary only if the patient’s 
condition is very poor or if, after the abdomen is 
opened, it is evident that nothing else can be done 
to overcome the occlusion. W. A. BRENNAN. 


Flint, E. R.: Acute Appendicitis; A Study of 370 
Cases. Practitioner, 1920, civ, 352. 


Flint’s paper is based on the study of 370 cases of 
acute appendicitis upon which he operated during 
the eighteen months from June 1, 1917, to November 
30, 1918. 

The most common type of appendicitis encounter- 
ed was the acute type. There were 176 cases of this 
type, with no deaths. Theappendix was red, swollen, 
and stiff, and its peritoneal coat had been slightly 
roughened by the inflammatory process. Usually the 
peritoneum contained more or less odorless turbid 
fluid. In some cases the appendix showed a distinct 
constriction, the distal part being tightly distended 
and inflamed. 

There were 17 cases of gangrenous inflammation 
with 1 death. In this group the appendix showed 
large or small areas of gangrene, but no actual 
perforation. It was distended and evidently at th 
point of rupture. Infection had begun beyond it in 
the peritoneum. The peritoneum contained turbid 
fluid which had the odor of a bacillus coli infection. 
In this class there was no definite abscess or general 
peritonitis but reddening and distention of the adja 
cent coils of-small intestine were noted. 

In 158 cases of perforative inflammations there were 
18 deaths. In these cases a definite perforation was 
found which varied from a complete sloughing off of 
the appendix to a minute hole which had obviously 
just ruptured; in fact, once or twice the perforation 
occurred during the removal of the appendix. 
In the early cases the extravasated matter was 3 
small quantity of dirty brown offensive fluid in the 
immediate neighborhood of the appendix; from this 
there was a progressive gradation through localize 
abscesses to spreading peritonitis, and beyond this to 
generalized suppurative peritonitis. In the earlier 
perforations the pelvis usually contained slightly 
offensive turbid fluid. 

The total mortality of the three groups was 5 pcr 
cent. Earlier diagnosis and prompt operative treat 
ment should bring all cases of acute appendicitis into 
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Group 1, in which the mortality was nil. At most, 
the mortality of acute appendicitis should not exceed 
1 per cent. The high mortality is due to delay in 
treatment and for this delay modern text-books and 
teaching are largely responsible. 

The initial symptoms of acute appendicitis are 
acute abdominal pain which at first is general and 
later tends to become localized in the right iliac fossa, 
vomiting, tenderness, rigidity of the right rectus, and 
fever, especially in young adults. When the pain is of 
the colicky type it indicates that the appendix is 
attempting to empty itself against obstruction. 

Appendicitis is a combination of obstruction of the 
lumen of the appendix and infection behind the 
obstruction. The author believes that the lumen 
is always more or less obstructed before an acute 
attack of inflammation. In most cases it is the result 
of former slight and usually repeated infections. 
Rosenow has shown that the wall of the appendix 
contains in its substance a specific streptococcus, and 
it is probable that some increased activity of this 
organism is responsible for the lesions under con- 
sideration. Tuberculosis and carcinoma also are 
the etiological factors in a few cases of stenosis of 
the lumen of the appendix. 

There is no doubt that fecal material enters the 
appendix and that the normal appendix can empty 
itself entirely and painlessly. When stenosis occurs 
the fecal matter which squeezes through from the 
cecum is retained, at least in part, and, mixing with 
the secretions from the wall of the appendix, eventu- 
ally becomes inspissated and molded into the well- 
known concretion. When a concretion has formed, 
the conditions are favorable for an acute attack of 
appendicitis. In attempts to rid itself of its contents 
the appendix drives the concretion into the narrowed 
lumen where it becomes impacted and gives rise to 
acute abdominal pain. 

If the attack does not pass off, complications arise. 
The appendix becomes more and more distended, 
and there is interference with its blood supply, either 
from the acute distention or from thrombosis in the 
veins. Finally perforation occurs. The perforation 
may vary from a minute hole into the appendicular 
mesentery or the general peritoneal cavity to com- 
plete gangrene and sloughing off of the whole organ. 
The further course of the condition depends on the 
fight the patient’s defensive mechanism is able 
to put up and the severity of the bacterial invasion. 
Usually the danger is localized, the omentum seals 
up the opening by wrapping itself around the 
appendix or isolating any abscess that may form. 
The intestines also may come to the rescue, gluing 
themselves together. In some cases a large or small 
abscess may be formed in the pelvis, behind or to the 
outer side of the cecum, and in others in a less fre- 
quent but more serious area on the inner side of the 
cecum. In still others there may be a combination of 
these two conditions. 

In the author’s series an abscess developed in 89 
cases, and in 58 cases was formed in the pelvis. If 
not treated surgically, abscesses may burst at various 
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points on the surface of the body, e.g., on the anterior 
abdominal wall, in the loin, on the buttock, or in the 
ischiorectal fossa. In some cases they may burst 
into the rectum, the cecum, the vagina, the bladder, 
or the small intestine. Abscesses on the left side are 
uncommon unless there is a general peritoneal in- 
fection, but the possibility should be kept in mind as 
a long appendix may lie across the brim of the pelvis. 

In 3 of the author’s cases an abscess formed in a 
hernial sac on the right side; int the inflamed appen- 
dix was in the sac and in 2, the pus had spread from 
intra-abdominal appendicitis. 

Occasionally subphrenic abscess and empyema 
occur. Secondary hemorrhage from the deep 
epigastric vessels is another result of sepsis. 

In Flint’s series there were 6 cases of acute 
intestinal obstruction complicating the acute appen- 
dicitis. In 2, the obstruction was present at the time 
of operation. Both patients recovered, 1 after appen- 
dicectomy and the other after the coils of intestine 
were freed and an appendicectomy was done. In the 
other 4 cases the condition followed operation. 
Three of these patients died. 

The youngest patient in the series was a male 6 
months old and the oldest a male 66 years of age. 
The incidence of the condition among females was 
greater between the twentieth and thirtieth years. 
This incidence the author attributes to menstruation 
as it is not unusual for an acute attack of appendicitis 
to begin about the time of the menstrual period. 

The position of the appendix was noted in 161 
cases. In 71 it hung down into the pelvis or lay 
along the brim; in 80 it was either behind or to the 
outer side of the cecum; and in ro it was internal to 
the cecum, either in front of, or behind, the terminal 
ileum. 

The condition with which the diagnosis of acute 
appendicitis was most often confused was acute 
salpingitis. Acute salpingitis does not usually 
necessitate operation, but no serious consequences 
result if an operation is performed needlessly. 

Acute pneumonia, perforated duodenal and gastric 
ulcers, diverticulitis, acute cholecystitis, and per- 
forated neoplasms of the large intestine have also 
been mistaken for acute appendicitis. 

In all of the 370 cases an operation was done 
immediately. In 227 the treatment consisted of an 
appendicectomy and closure of the wound; in 124, 
of an appendicectomy and drainage; and in 10, of 
drainage alone, the appendix not being sought for 
either because the patient was too ill or the adhesions 
were too firm. 

In regard to the technique of operation Flint states 
that he almost always uses the vertical incision, dis- 
placing the rectus inward. Having opened the 
peritoneum, he clips the edges to a tetra cloth or 
mackintosh cloth so as to hide the subcutaneous 
and muscular layers completely. If pus is present, he 
introduces gauze packing in sufficient quantity to 
form a thick barrier which will prevent contamina- 
tion of the adjacent coils of small intestine. He mops 
up all free pus and then searches for the appendix. 
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He frees the appendix and divides the mesentery. He 
then crushes the appendix at its base with Doyen’s 
instrument, ties a ligature at the proximal side, applies 
a clip to the distal end, and removes the appendix by 
cutting between the ligature and clip. The crushed 
stump is always tied in order to prevent hemorrhage 
into the bowel. The stump is buried by passing a Z 
suture of fine catgut, taking up the seromuscular 
coat and invaginating the stump while the stitch is 
tightened. This suture is buried by a second similar 
suture. The stump of the cut meso-appendix is 
stitched to the cecum in such a way as to hide its raw 
surface. The wound is closed with a continuous 
catgut suture for the peritoneum, one or two silk- 
worm-gut sutures picking up all the abdominal wall 
down to and including the rectus sheath, interrupted 
catgut stitches for the anterior rectus sheath, and 
finally Michel clips to obtain accurate apposition of 
the skin edges. When the wound is sutured a dry 
dressing is fixed in place with a glue solution, but 
when drainage is necessary a 10 per cent saline 
fomentation is applied and changed frequently. 

All patients are placed in the Fowler position when 
they are returned to bed. In most cases of perfora- 
tion continuous subcutaneous or rectal infusion of 
normal saline is given. In very serious cases both 
may be necessary during the first twenty-four hours. 
Bowel action is stimulated toward the end of the 
first twenty-four hours by enemata. 

Cases of general peritonitis are treated in much 
the same way, but a pelvic drain is used and as much 
fluid as possible is given subcutaneously and by 
rectum. G. W. Hocurern. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Eisendrath, D. N.: The Clinical Importance of 
Anatomical Anomalies in Biliary Surgery. 
Boston M. & S. J., 1920, clxxxii, 573. 


Until recently the majority of surgeons have felt 
that congenital changes such as malformations, 
malpos tions and variations in the blood supply of 
the abdominal viscera were a negligible factor in 
operations. The intensive development of certain 
fields of abdominal surgery, however, has made it 
absolutely necessary for the operator to be familiar 
with every possible alteration of congenital origin 
in order that he may avoid errors in diagnosis and 
operative technique. 

The increase in the number of operations for the 
removal of the gall-bladder has been accompanied 
by the reports of many accidents due to the presence 
of anomalies of the bile-ducts and blood vessels of 
the region. Such variations receive either no mention 
at all or only brief mention in the standard works of 
anatomy and operative surgery. If the present 


teachings were correct, the surgeon would not 
encounter any special difficulties in technique in 
nearly roo per cent of the cases he operates upon, but 
Ruge, Kunze, Descomps, Rio Branco, Behrend, and 
the author have shown that the normal mode of 
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union of the cystic and hepatic ducts is present in 
only 75 per cent, that various anomalies are present 
in the remaining 25 per cent, and that in at least 12 
per cent there are two cystic arteries. 

Accidents may occur because of lack of knowledge 
regarding these anomalies. Up to 1918 the literature 
contained the reports of 33 accidents to the ducts 
during operations on the biliary tract, and in the 
literature since 1918 the author has found 12 more. 

This article contains illustrations of the different 
anomalies (angular, parallel, and spiral modes of 
union). Two deviations from the normal gall- 
bladder and cystic duct which have played a part in 
accidents during cholecystectomy are a very short 
cystic duct and a gall-bladder with its pelvis on the 
upper side and firmly adherent to the hepatic duct. 
When the former is present the hepatic duct is 
pulled out of its course easily and the juncture of 
the cystic, hepatic, and common ducts may be 
resected. When the latter is present traction maye 
be exerted on the wall of the hepatic duct during the 
removal of the gall-bladder. 


Hoover, C. F.: Obstruction of the Hepatic Veins. 
J. Am. M. Ass., 1920, \xxiv, 1753. 


The author reports two cases of obstruction of the 
hepatic veins that have been under observation for a 
year. From the literature accessible he has collected 
30 cases reported since the time of Budd in 1857. 
In only 2 of all the reported cases was the diagnosis 
made before death. 

Several writers suggest that a clinical diagnosis is 
possible but in the opinion of others the lesion is 
purely a pathologic curiosity which cannot be 
differentiated from obstructive lesions in the 
branches or trunk of the portal veins. 

Seventy per cent of the affluent blood flow of the 
liver is portal blood, and 30 per cent blood from the 
hepatic artery. The total efferent flow is through the 
hepatic veins. There is a free anastomosis between 
the bed of the hepatic artery and the bed of the 
portal vein. If obstruction occurs in the trunks of 
the hepatic veins, the pressure within the entire 
capillary system of the liver will rise not only from 
pressure in the portal vein but also from pressure in 
the hepatic artery the branches of which anastomose 
freely with those of the portal vein. The result of 
such obstruction will cause great distention of 
Glisson’s capsule. The convexity of the upper sur- 
face of the liver will be increased, the edge rounded, 
and the hepatic resistance greatly increased. On 
the other hand, when there is obstruction of the 
portal vein, there will be a diminution in the size of 
the | ver. Enlargement of the liver associated with 
ascites cannot be caused by increased resistance to 
blood flow from lesions in the portal veins. If there ts 
obstruction in both the hepatic and portal veins, the 
liver will not be enlarged but ascites will follow 
from stasis in the portal radicles. : 

The essential clinical signs of obstruction of the 
hepatic veins are acute enlargement of the liver, 
convexity of its upper surface, increased resistance, 
































rounding of the edge, pain on pressure, and an 
ascitic transudate which is opalescent and contains 
numerous red cells with few white cells and does not 
clot readily on standing. The specific gravity of the 


transudate ranges between 1.004 and 1.014. The 


absence of evidence of disease of the hepatic par- 
enchyma is also important. There is neither cholu- 
ria nor cholemia, and urobilin is not increased in the 
urine. 

If all sources of hepatic enlargement with the 
exception of venous stasis can be eliminated, 
it remains to be determined whether hepatic stasis 
originates from cardiac insufficiency, obstruction of 
the inferior cava above the ostia of the hepatic veins, 
or obstruction of the hepatic veins. 

The clinical course of obstruction of the hepatic 
vein interpreted from autopsy findings and case 
histories proves that partial obstruction of all the 
veins or complete obstruction of some of the large 
veins may cause acute hepatic symptoms which will 
be followed by partial recovery. The fact that a 
clinical diagnosis of hepatic cirrhosis was made in 
most of the cases will indicate the character of the 
physical signs that are produced by the chronic 
course of the disease. 

The number of cases of hepatic vein obstruction 
thus far reported makes it advisable to examine 
carefully the intrahepatic cava and hepatic veins at 
autopsy in all cases in which signs of hepatic disease 
with ascites were present. 

The collected reports justify the suspicion that, in 
the past. obstructive lesions of the hepatic veins have 
escaped the pathologist’s observation on account of 
failure to make a careful examination of the intra- 
hepatic cava and its tributaries. They emphasize 
also the importance of carefully interpreting the 
relation of the clinical histories and the physical 
findings to disease of the liver cells, interstitial] 
structures, and disturbances of blood flow in the 
portal and hepatic veins and the hepatic artery. 

W. H. NADLER. 


Wile, U. J.: Two Unusual Phases of Hepatic 
Syphilis. Arch. Dermat. & Syph., 1920, n.s.i, 656. 

The incidence of syphilis of the liver is second only 
to that of syphilis of the heart, and a fairly advanced 
degree of cirrhosis may occur without giving rise to 
clinical symptoms. The condition is most common 
in women. Alcohol stands out as a predisposing 
iactor. The size of the liver depends largely on the 
stage of the disease at which it is seen rather than 
the form of the cirrhosis. During treatment the 
liver may recede rapidly underneath the costal 
border. During the period of hypertrophy there is 
also an enlargement of the spleen which is an early 
and constant finding. 

The pathologic status of syphilis of the liver is still 
« debated question. Syphilitic hepatitis is due to 


direct involvement of the parenchyma on the one 
hand and primary involvement of the blood vessels 
W : h secondary changes in the parenchyma on the 
otner, 


Usually there is a combination of both 
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features. Late syphilis of the liver is either diffuse 
or circumscribed. The diffuse form consists of 
multitudinous infiltrates and miliary gummata with 
extensive interstitial fibrosis. The circumscribed 
form consists of isolated infiltrates and larger gum- 
mata and leads to localized fibrosis. The end-result 
of either form is cirrhosis. 

Neither of these types of hepatic syphilis may 
cause symptoms. In one case tumor is present, while 
in the other disturbances of the portal circulation 
lead to ascites. Syphilotoxic parenchymatous 
hepatitis may produce a jaundice of non-obstructive 
type and in such cases symptoms resembling those 
of acute yellow atrophy are produced. In the early 
stages a mild ieterus associated with malaise, vomit- 
ing, and constipation (but no other intestinal 
symptoms), lumbago, and muscular pains is common. 
and a toxic condition may be present. The second 
stage is more definite and is characterized by a rapid 
decrease in the size of the liver, maniacal symptoms, 
intense headache, visual disturbance, leucin and 
tyrosin in the urine, marked psychic depression, 
restlessness, insomnia, convulsions, and delirium. 
With the exception of the jaundice the clinical 
symptoms resemble those of meningitis. There is 
persistent constipation, and death occurs finally 
during coma. At autopsy the typical picture of acute 
yellow atrophy is found, the organ being about one 
third its normal size and weight. Unrecognized 
cases are invariably fatal. The course is usually 
longer than that of acute yellow atrophy, the 
average being eighty-four days. When arsphenamin 
is used a new type of jaundice develops which is due 
to the retention of arsenic in the liver. Although 
icterus gravis syphiliticus proves fatal if not 
recognized, most gratifying results may be obtained 
when it is diagnosed. 

The prognosis is good in syphilitic cirrhosis with 
gummatous tumors predominating, less favorable in 
gummatous hepatitis with interstitial cirrhosis, and 
poor in the purely interstitial and diffuse type. 

R. R. MustTELL. 


Racchiusa, S.: A Case of Icterohemorrhagic 
Spirocheztosis in Man (Un caso di spirochetosi 
ittero-emorrhagica nell’uomo). Riforma med., 1920, 
XXXVi, 273. 

The author reports the history and autopsy 
findings in a case of icterohemorrhagic spirochetosis 
in a young soldier. The condition was of relatively 
brief duration but very grave from the beginning. 
Spirochztes showing the morphologic characteristics 
of those found in spirochetic icterus were discovered 
in the liver. The interstitial changes were relatively 
advanced as was shown by: (1) the prevalence 
of lymphocyte infiltrations not limited to the portal 
spaces alone; (2) the presence of a large number of 
collagenous fibers in the portal spaces; (3) the 
characteristic disposition of the hepatic cells; and 
(4) atrophy of hepatic cells and an abundance of the 
endocellular pigment usually found in atrophic 
hepatic tissues. 
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Worthy of note was the lack of lipomatosis, very 
few lipoid granules being present in the hepatic 
cells. Possibly the fatty degeneration found by 
other authors was due to the degenerative changes 
which occur in the cadaver even in a short time. 
The Kupfer cells were hypertrophic. Other ob- 
servers have noted particularly the presence of 
numerous globular and pigmented macrophages 
in the spleen. In this case the latter were absent but 
there was a partial myeloid reaction characterized 
by the presence of myelocytes and nucleated red cells 
The changes in the kidneys are usually difficult to 
discover because of the rapid postmortem changes 
and the delay in autopsies. In the case reported the 
autopsy was done almost immediately after death 
and both parenchymal and interstitial conditions 
in the kidneys could be noted clearly. The parenchy- 
mal findings were not of the type previously de- 
scribed. Most noteworthy was an increase in the 
volume of the cells and vacuolization of the sub- 
nuclear protoplasm. ‘The regressive phenomena 
were rather limited, being confined to pyknotic 
nuclei and a slight degeneration of lipoidal type. 
The interstitial findings showed only infiltration of 
elements resembling lymphocytes. 
W. A. BRENNAN. 


Erdmann, J. F.: Surgery of the Gall-Bladder. 
Med. Rec., 1920, xcvii, go1. 


The author advocates surgery in gall-bladder 
disease because of the following facts: (1) medical 
treatment fails to cure and results in protracted 
illness; (2) in 7 per cent of cases presenting gall- 
bladder symptoms malignancy develops; (3) in 
non-surgical treatment there is great danger of 
making the patient a morphine addict; and (4) 
there is danger of perforation, peritonitis, and fistula 
unless operation is performed. 

In gall-bladder surgery success depends also on 
the correction of associated lesions such as ap- 
pendicitis, a gastric or duodenal ulcer, pancreatitis, 
or fistula. Unless the patient’s condition centra- 
indicates it, the author prefers cholecystectomy to 
cholecystotomy. I. E. Bisukow. 


Apolloni, G.: Pancreatic Lithiasis and Diabetes 
Mellitus (La lithiasi pancreatica e il diabete zuc- 
cherino). Policlin., Roma, 1920, xxvii, sez. prat., 
482. 

The author reports a case of diabetes mellitus 
of monoglandular pancreatic origin complicating 
bilateral pulmonary tuberculosis in a young man 
aged 20 years. At autopsy the pancreas was found 
to be a mere canal or cyst containing a large number 
of pancreatic calculi and gravel. 

Histologic examination of the residual p~ncreatic 
tissue demonstrated altered and sclerotic acinous 
glandular tissue with well-preserved islets. Intense 
liver lesions were present which resembled those 
of a bronze diabetes, a finding which demonstrated 
that in severe diabetes intense hemosiderinic pig- 
mentation of the liver may be primary and inde- 
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pendent of anatomical alterations such as those due 
to atrophic or hypertrophic cirrhosis. 

That the condition was undoubtedly a mono- 
glandular pancreatic diabetes is evident from the 
fact that the pancreatic lithiasis alone caused 
atrophy of the organ and was not associated with 
disturbances in any of the other glands of internal 
secretion. W. A. BRENNAN. 


Connor, E. L.: Traumatism of the Spleen. Cai 
dian M. Ass. J., 1920, X, 504. 

The author believes that rupture of the spleen is 
more frequent than is generally supposed. 

In this article three cases are reported. One oi 
the patients died before an operation could be 
performed but the other two recovered following 
splenectomy. 

The diagnosis is based on: (1) the history of 
injury; (2) a definite interval between the injury 
and the time the patient realized that he was 
seriously ill (this does not apply to rupture of a 
hypertrophied spleen, in which the hemorrhage is 
immediate, profuse, and rapidly fatal); (3) pain 
which is generally referred to the left chest and 
shoulder; (4) difficulty in breathing; (5) signs of 
internal hemorrhage, i.e., cold white skin, soft rapid 
pulse, and subnormal temperature in the first six 
hours; (6) rigidity of the abdomen; and (7) an 
increasing area of dullness in the left upper quadrant 
of the abdomen and the left flank. In some cases 
vomiting may occur but as a rule nausea is absent. 

Conditions to be considered in the differential di- 
agnosis are perforated gastric ulcer or duodenal ulcer, 
rupture of the kidney, haemothorax, and mesenteric 
embolus. The prognosis depends wholly upon the 
time which elapses between the receipt of the in 
jury and the operation. 

The author’s conclusions are: 

1. Ruptured spleen can be treated only as a 
surgical condition of the abdomen. 

2. The severe symptoms may be delayed and 
therefore this condition should be more frequently 
borne in mind during the examination of patients 
with a history of slight injury to the lower leit 
thoracic region. 

3. When no injury can be found about the joint. 
pain in the left shoulder may be referred from the 
spleen. 

4. Splenectomy is not a difficult operation and 
should be undertaken if reasonable operating 
facilities are available. 

5. Ruptured spleen is a condition demanding 
early treatment. H. J. VANDEN BER«. 


MISCELLANEOUS 


Orndoff, B. H.: Pneumoperitoneum and X-Ray 
Examinations. Jilinois M. J., 1920, xxxvii, 405. 


The author has diagnosed 100 cases of abdomina! 
conditions by pneumoperitoneum and the X-ray. 

The apparatus employed consists of an oxygen 
tank, a water bottle indicator, a pressure gauge, 


























rubber tubing with a cotton filter, and a spinal 
puncture needle. The patient is placed on his back 
on an ordinary hospital cart before an upright 
fluorescent screen apparatus. The needle is inserted 
into the peritoneal cavity in an area of the abdominal 
wall under which are normal air-filled loops of intes- 
tine. The gas is then allowed to flow from the tank. 
li the pressure in the water bottle rises constantly 
the needle is either plugged or has not passed through 
the tissues of the abdominal wall. As soon as a few 
ounces of gas have entered the peritoneum the 
X-ray examination reveals its presence by a long, 
narrow line beneath the anterior abdominal wall. 
The gas is allowed to flow gently until this wall is 
lifted away from the abdominal viscera for a dis- 
tance of 5 cm. The needle is then withdrawn and 
the puncture site covered with an antiseptic solu- 
tion. The viscera surrounded by the gas are shown 
by very clear lines on the screen. 

The author summarizes his experience as follows: 

1. Pneumoperitoneum is not difficult to produce, 
and while a few points in the technique are essential, 
they require no special training other than that 
possessed by the physician. 

2. The size, position, mobility, relative density, 
variations in contour, contents, and cavities of the 
abdominal viscera can be visualized and studied in 
« manner which opens entirely new possibilities. 

3. Findings are made which seem to invite the 
conclusion that the bases for possibly new clinical 
disease entities have been established. 

4. Peritoneal adhesions between the abdominal 
viscera and the anterior abdominal wall are demon- 
strated without difficulty. The importance of the 
functional pathology originating from this source 
will be studied carefully by the workers in this 
branch of medicine. 

5. Fixation of the gastrocolic omentum to the 
anterior abdominal wall is frequently associated 
with vomiting with or without nausea. In seven 
cases this was relieved by pneumoperitoneum and 
returned when the gas was absorbed. 

6. Perihepatitis, perisplenitis, and pericolitis 
with fixation by peritoneal adhesions to adjoining 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Reschke, K.: Stenosing Tendovaginitis; de Quer- 
vain (Zur stenosierenden Tendovaginitis; de 
(Juervain). Arch. f. klin. Chir., 1920, cxiii, 464. 

Reschke reports 10 typical cases of stenosing 
tendovaginitis manifested by severe pain upon 
movement of the thumb. The patients were all 
females, Reschke agrees with de Quervain that the 
primary disease is in the tendon sheath which grad- 
ually thickens and becomes narrowed. Later, small 
round-cell infiltration, deposition of fibrin, and 
secondary changes in the tendons follow. In the 
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viscera offer new phases for the study of the 
functional pathology of these organs. 

7. After pneumoperitoneum has been produced 
aid is offered in the diagnosis by the filling of the 
colon, stomach, intestines, bladder, kidney, etc.. 


with oxygen. Variations in the diameter of the 
walls of the hollow viscera with changes in their 
relative density and the presence of new growths 
may be detected. 

8. Postoperative peritoneal adhesions to the 
anterior abdominal wall may be prevented by keep- 
ing the peritoneal cavity distended with oxygen 
for a few days following operative procedures. 

g. Pneumoperitoneum produced with oxygen is 
probably of therapeutic value in peritoneal tuber- 
culosis. H. K. Becc. 


Tyler, A. F.: Injections of Gas into the Peritoneal 
Cavity for Diagnostic and Therapeutic Pur- 
poses. Minnesota Med., 1920, iii, 295. 


Oxygen was discovered first by Scheele of Sweden 
and a year later by Priestley of England. In 1903 
Brainbridge of New York began to use it in the 
abdominal cavity for therapeutic purposes. He 
concluded that oxygen introduced into the abdom- 
inal cavity is a cardiac and respiratory stimulant. 
It is of value also to maintain intra-abdominal 
pressure after the removal of large cysts or tumors 
and has been found useful in tuberculosis of the 
peritoneum. 

The introduction of oxygen into the abdominal 
cavity for diagnostic purposes is very recent. In 
this country the work was begun in 1919 by Stewart 
and Stein of New York and at about the same time 
Orndoff of Chicago, working independently, used 
oxygen in the peritoneal cavity for diagnosis. 

A dental oxygen tank is employed and by means 
of a needle the gas is introduced into the abdominal 
cavity until the patient complains of a sense of 
fullness. The abdominal viscera are brought out 
sharply in the X-ray picture. When the gas is in- 
troduced into the stomach or urinary bladder the 
thickness of their walls may be seen and tumors 
and adhesions discovered. I. E. Bisuxow. 


KX TREMITIES 


beginning, rest and methods to induce hyperemia 
may lead to a cure whereas in chronic cases longi- 
tudinal incision of the sheath of the extensor polli- 
cis brevis and abductor pollicis longus is necessary. 
ALFRED BRUNNER (Z). 


Hey-Groves, E. W.: The Crucial Ligaments: Their 
Function, Rupture, and Operative Treatment. 
Brit. J. Surg., 1920, vii, 505. 

The majority of cases of internal derangement of 
the knee joint are attributed to misplaced semilunar 
cartilages, and the removal of the meniscus, regard- 
less of its condition, has been the routine treatment. 
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Repair of the anterior crucial ligament. 
iliotibial band has been drawn through the external femoral 
condyle, the knee joint, and the internal tibial tuberosity, 
and then turned upward to supplement the internal lateral 
ligament (A). 


lig. 1. 


The author advocates turning up the patella in every 
doubtful case in order that a careful search may be 
made for loose bodies, synovial fringes, fracture of 
the spine of the tibia, and rupture of the crucial 
ligaments. 

The anterior crucial ligament runs from the upper 
attachment of the outer condyle of the femur down- 
ward, forward, and inward to the spine of the tibia. 
It limits the forward movement of the tibia on the 
femur and is made tense by extension of the knee. 
The posterior crucial ligament is attached above to 
the intercondylar notch and runs downward, back- 
ward, and outward to the back of the articular sur- 
face of the tibia. This ligament checks the posterior 
displacement of the tibia which occurs during 
flexion. Both ligaments are made tense by internal 
rotation of the leg on the thigh. The author em- 
phasizes the obliquity of the ligaments in the sagittal 
plane as this disposition of the bands makes them 
important factors in preserving the integrity of the 
joint. Any substituted ligament must be given the 
same oblique position. 

Rupture of either the anterior or the posterior 
crucial ligament is generally the result of extreme 
violence. Several of the author's patients were in- 
jured by shell explosions. In 14 cases treated by 
him the anterior ligament alone was torn in 10, the 
posterior ligament alone in 2, and both ligaments in 
2. In most cases the ligament was torn from its 
femoral attachment and in no case was there any 
injury to the bone. 

In injuries to the anterior crucial ligament the 
tibia can be moved passively forward on the femur. 
Shifting of the body weight to the injured leg 
causes the tibia to slip forward. Injury to the 
posterior crucial ligament permits the tibia to be 
displaced backward on the femur. Injury to both 
ligaments produces a flail joint. 


Fig. 2. Repair of the posterior crucial ligament. ‘The 
two tendons have been drawn through the tunnel in the 
internal femoral condyle and then turned downward to 
supplement the internal lateral ligament 


The author makes a wide U incision in operating 
on patients with injured anterior ligaments; the 
tibial tubercle is chiseled off and the patella turned 
up. Holes are drilled and beveled through the 
external condyle of the femur and the front of the 
tibia. A strip of the iliotibial band, which retains 
its tibial attachment, is then pulled through the 
femur and the tibia, the knee is flexed, and the ban< 
is pulled taut and attached to the inner aspect of the 
internal condyle by suture and one ivory nail. The 
tubercle of the tibia is then re-attached by bone 
screws and the wound closed. 

The same exposure is employed in operating on 
injuries to the posterior ligament. The semi- 
tendinous and gracilis tendons are cut, the proximal 
ends are sutured to the semi-membranous muscle, 
and the distal ends are pulled through the knee 
joint and threaded through a hole drilled in the 
internal condyle of the femur. This opens on the 
inner aspect of the intercondylar notch. The knee 
is extended and the ligaments are pulled taut and 
attached to the inner aspect of the internal tuberos- 
ity of the tibia. 

The leg is placed on a back splint and two weeks 
later daily massage and faradism are applied to the 
quadriceps muscle. Six weeks after the operation @ 
light plaster cast is applied and the patient 's 
allowed to walk. A movable support is worn {or 
from three to six months. 

No trouble resulted from the wide exposure v! 
the knee joint in the author’s cases and he believes 
that such an opening is necessary to approximate the 
structures correctly. 

None of the 14 patients operated on by the 
author was made worse. Four we:e not benefiied, 
4 were moderately benefited, and 4 were practically 
cured. Two were treated so recently that the out- 
come cannot yet be determined. A. J. Scnott, JX. 


























Bazin, A. T.: Wounds and Infections of the Knee 
Joint. Canadian M. Ass. J., 1920, x, 416. 

The author describes the general outline of treat- 
ment as carried out in 195 cases of penetrating 
wounds of the knee joint. In this series there were 
only 2 amputations and 3 deaths. 

There are three phases to the treatment. The 
first consists of operative mechanical cleansing and 
immobilization. In all cases of effusion the ex- 
ploratory needle was used. The presence of blood- 
stained fluid was interpreted as indicating a lesion 
of the synovial membrane. An X-ray examination 
was made to discover foreign bodies and bone le- 
slons. 

The operative treatment given varied. In cases of 
through-and-through wounds due to high-velocity 
bullets suspension and extension of the limb and 
aspiration of the joints were indicated. In these 
cases also a small injection of formalin in glycerine 
was given and repeated if necessary. If hemar- 
throsis was present the joint was opened by a para- 
patellar incision, thoroughly irrigated, and closed in 
layers. When foreign bodies or bone lesions were 
found the joint was opened freely to permit the re- 
moval of the foreign bodies or detached bone frag- 
ments. Bone lesions were curetted or removed with 
the gouge, the cavity was irrigated, and the joint 
tightly closed in layers. Hamostasis was always 
cfiected by the application of hot swabs or aqueous 
solutions of flavine before the wound was closed. 
Immobilization was obtained with the bent Thomas 
knee splint and 6 lb. of extension. The bed was 
raised to obtain countertraction and to facilitate the 
return of the venous circulation. 

In the second phase of treatment tension was 
prevented by frequent aspirations to keep up the 
circulation of the cells of the synovia and prevent 
tearing of the perfect closure. In the type of case 
under discussion infections may occur along the 
track of the original wound, along the track of the 
aspirating needle, as a lymphangitis, or as the 
result of the bursting of involved burs, particularly 
the bursa beneath the internal head of the gas- 
trocnemius and that which forms the sheath of the 
popliteus tendon. In the series of cases reviewed 
bursting of the bursa forming the sheath of the 
popliteus muscle was sometimes associated with in- 
fection of the superior tibiofibular joint. In such 
cases drainage was established by means of oblique 
incisions along the lateral margins of the supra- 
patellar pouch and transverse division of the fibers 
of the vasti. No packing was permitted. 

The third phase of treatment consisted of the 
restoration of function, i.e., painless movement to 
the normal extent and stability. The author does 
not advocate Willem’s treatment by early active 
mobilization. He insists that no motion should be 


allowed until the fifth day of normal temperature 
and normal condition and that if at that time 
motion lights up the infection renewed immo- 
bilization or further drainage is indicated. 

R. G. PACKARD. 
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Eikenbary, C. F.: Congenital Equinovarus; Report 
of 114 Cases. Surg., Gynec. & Obst., 1920, xxx, 555. 
The author reports 94 cases of congenital club- 
foot which were treated by forcible correction with 
or without achillotomy, and 20 cases in which a 
cuneiform osteotomy was done. 

The treatment is not at all difficult but failures are 
common because the operator forgets he is dealing 
with a triple deformity (equinus, varus, and ad- 
duction of the forefoot), he does not overcorrect the 
deformity, and he removes the retentive apparatus 
too soon. 

Club-foot may be divided into three types: the 
moderate type in young babies, the moderate type 
in children over 6 months of age, and the severe type 
in children over 6 years of age. In the first type the 
treatment should consist of gradual intermittent 
manipulations given without ether every ten days or 
so, and the application of a cast in the position of 
greatest correction. The cast should extend above 
the flexed knee to keep it from being kicked off. to 
prevent rotation, and to relax the gastrocnemius. 
When full correction has been obtained*the cast 
should be worn for one year. 

In the moderate cases an anesthetic is necessary 
and the correction should be made at one sitting, the 
varus and adduction correction being obtained first, 
and finally the equinus by subcutaneous division of 
the tendon of Achilles. 

In the severe cases a cuneiform osteotomy ex- 
tending through the entire width of the foot and a 
tenotomy of the Achilles tendon are necessary. 

In conclusion the author emphasizes the value of 
weight-bearing in all three types after correction has 
been obtained. R. G. PACKARD. 


FRACTURES AND DISLOCATIONS 


Thomas, T. T.: Personal Experience with the 
Treatment of Fractures. Pennsylvania M. J., 
1920, Xxili, 459. 

The author believes that most of the deformity in 
cases of fracture is due to the direction of the force 
causing the fracture rather than to the pull of the 
muscles. To reduce the fracture, force must be 
applied along the same path but in the reverse 
direction. When the deformity is very great, how- 
ever, he prefers to do an open operation. His 
conclusions are as follows: 

1. A roentgen-ray study of the usual results in 
the non-operative reduction of fracture deformity 
would probably show them to be surprisingly poor. 
In fractures of the shafts of long bones with over- 
lapping satisfactory reduction is probably impossi- 
ble but non-operative treatment yielding a moderate- 
ly poor result may be preferred to operative treat- 
ment yielding a better result. 

2. Many fractures with deformity (chiefly those 
about joints) which would cause much crippling if 
unreduced may be reduced very satisfactorily by the 
application of a vigorous force in the opposite di- 
rection to that which caused the deformity. After 
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the reduction has been proved by the roentgen ray a 
fixation dressing may be applied and left in place 
for several weeks. An accurate reduction with 
several weeks’ undisturbed immobilization will 
give quicker and more complete return of motion 
to the neighboring joints than a poor reduction of 
the deformity, however carly or long passive motion 
is practiced. H. J. VANDEN BERG. 


Gallie, W. E.: The Union of Septic Compound 
Fractures. Canadian M. Ass. J., 1920, X, 407. 


lor the treatment of gunshot wounds of the long 
bones, Leriche, in 1916, advocated esquillectomy, 
an operation consisting of wide excision of the 
wound, subperiosteal resection of all bone frag- 
ments from the fracture, careful preservation of the 
periosteum, and drainage. According to Gallie, 
however, non-union followed this procedure so fre- 
quently that it was discontinued. 

The reason for the failure of esquillectomy is that 
periosteum is not osteogenctic, as has been proved 
by the experiments of Macewen and those of the 
author. Other factors are essential for union, notably 
the apposition and comminution of the fragments. 
In experimental studies of rib fractures and frac- 
tures of the radius Gallie found that the rib would 
regenerate in spite of constant motion of the frag- 
ments, the new bone emanating from the fragment 
ends, but that the radius would not heal unless it 
was immobilized. It was discovered also that com- 
minution would effect union even if absolute appo- 
sition was not obtained. This difference between 
the two bones is due to the porous character of the 
ends of the rib fragments and the density of the 
ends of the radius. 

Sepsis is regarded as a powerful stimulant to 
osteogenesis rather than as a factor responsible for 
non-union. The cause of non-union is failure of 
apposition or necrosis of fragment ends. The new 
treatment, which is seldom followed by non-union, 
includes the removal of sequestra and the bringing 
of the healthy ends into close contact with secure 
immobilization. In some cases excision of scars 
and sinuses and unhealthy granulations may be 
necessary with free opening down to the bone. 
Union was obtained within two months in 80 per 
cent of cases of septic compound fractures treated 
in this way. 

Immobilization does not mean metal plates. 
Kangaroo sutures are better but best of all are 
external splints of plaster of Paris. The correction 
of faulty union should not be delayed until all 
infection has ceased but should be done as soon as 
possible, during the time of the subacute inflamma- 
tion. In such cases union in the corrected position 
results promptly. R. G. PacKarp. 


Ollerenshaw, R.: Habitual Dislocation of the 
Shoulder Joint. J. Orthop. Surg., 1920, n. s. ii, 255. 


The cases reported are as follows: 
1. Man of 26. Collier and professional football 


player. Ten dislocations of the left shoulder in 
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about one year. First recurrence two months after 
the original injury. 

2. Man of 27. Army pensioner. Has had 29 dis 
locations in about seven years. 

3. Man of .28. An epileptic who had his first 
dislocation during a convulsion and 18 recurrences 
in the past year and a half. 

4. Man of 30. First recurrence a year after the 
original dislocation. In the last four years there 
have been 13 recurrences. 

The deltoid flap operation, as first described by 
Clairmont and Ehrlich in 1909, was done in all of 
these cases within the past year. So far there has 
been no recurrence. One of the patients had had « 
previous operation, but the others had been treated 
conservatively. 

The object of the operation performed is to 
reinforce the capsule in front with a flap of muscle 
stripped from the posterior part of the deltoid. Two 
incisions are made, one near the anterior edge and 
one near the posterior edge of the deltoid. Through 
the anterior incision the deltoid is split and the 
quadrilateral space exposed by dividing the pe 
toralis major insertion downward and separating 
the heads of the biceps. The space is then enlarged 
downward by dividing the upper edge of the tendons 
of the latissimus dorsi and teres major about 34 in. 
The anterior circumflex artery marks the upper 
limit of the operative field. Through the posterior 
incision the deltoid is split 11% in. from its posterior 
edge clear down to its insertion and the flap is turned 
upward. The origin of the outer head of the triceps is 
now exposed and its uppermost fibers are separated 
downward. This clears the space from behind so 
that a channel is formed for the passage of the flap. 
A long forceps is next passed through from the 
anterior wound and the point of the flap is seized and 
drawn through. The flap is then sutured to the an 
terior surface of the subscapularis tendon. This 
gives it a firmer attachment than suturing it to 
the anterior edge of the split deltoid as described by 
Clairmont. It is important to have the flap as long 
as possible as it is apt to tear from its new attach- 
ment if it is too short. 

After the operation the arm is bound to the side 
and should not be abducted beyond an angle of 120 
degrees (upper angle) until after about a month. 
At the end of two months full range of motion ts 
allowed. The patient expresses a feeling of security 
in the joint as though it were braced in front. 

The recurrence of dislocation is due probably to 
loss of muscular balance with a certain degree 0! 
capsule laxity, and it is thought best to restore the 
muscular balance at the point where the dislocation 
usually occurs. W. A. CLAR 
Fort, F. T.: Pelvic Fractures. Jnternal. J. Sur 

FQ20, XXxili, 144. 

Pelvic fractures are probably more common that 
is generally supposed and may be single or multi- 
ple. As a rule the pubic bone is involved. Such 
fractures may occur at any age and in either scx 
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hut for obvious reasons occur most often in adult 
males. 

Usually fractures of the pelvis are due to crush- 
ing injuries, falls, gunshot wounds, parturition, or 
severe muscular effort. Separation of the pelvic 
ring in front and behind may be caused by the 
passage of a heavy wagon over the pelvis with a 
dragging motion. Separation of both sacro-iliac 
synchondroses is rare and usually associated with 
extensive fractures of other portions of the pelvis. 
Fracture of the pubic bone occurs most frequently 
through the horizontal ramus near the pectineal 
line. Fracture of the sacrum is caused by a forcible 
in-bending of the apex. Coccygeal fractures usually 
result from difficult labor. Fractures of the ilium 
and ischium are rare. 

The diagnosis is not always easy, especially in 
cases of simple uncomplicated fractures. Aids to a 
diagnosis are crepitus, a local point of tenderness, 
pain on moving the lower extremities, ecchymoses 
of the perineum and scrotum, urinary disturbances, 
and X-ray examinations, the raying being done at 
various angles. 

The prognosis is usually uncertain as it depends 
upon the force of the injury, the extent of the 
trauma, the patient’s physical resistance, the degree 
of shock, and the damage sustained by adjacent 
structures. 


The possible complications are: (1) damage to 


the membranous urethra; (2) rupture of the urinary 
bladder; (3) injury to the rectum; (4) damage to 
the iliac blood vessels and large pelvic nerves; and 
(5) a tendency to the development of suppuration 


in the loose connective tissues between the pubis 
and urinary bladder and to urinary infiltration when 
the urethra or bladder is injured. 

In every case of suspected pelvic fracture the 
patient should be catheterized at once. Vesical or 
urethral rupture calls for immediate operative pro- 
cedures. In cases of compound fractures the exter- 
nal opening should be enlarged, detached pieces of 
bone removed, and the cavity packed with sterile 
gauze. The Bradford frame is more or less essential 
in the treatment of all pelvic fractures. A simple 
separation of the symphysis calls for rest in bed and 
the application of a tight bandage around the pelvis, 
the limbs resting on a double inclined plane. 

In sacral fracture a gloved or covered cannula 
should be securely packed in the rectum to main- 
tain apposition of the fragments. Fracture of the 
coccyx, if the suffering is severe, calls for amputa- 
tion. In simple cases of fracture of the ilium or 
ischium rest in bed in a position which gives the 
greatest muscular relaxation is all that is necessary. 

Louis HANDELMAN. 


Jones, E. O.: The Treatment of Compound Frac- 
ture of the Femur. Northwest Med., 1920, xix, 
143. 

This article is based on 128 cases of compound 


achat of the femur observed at Base Hospital 
NO. 50. 


Compound fracture of the femur has always been 
one of the most serious casualities of war. The 
mortality due to hemorrhage and shock, acute in- 
fections (especially gas gangrene), and chronic sep- 
sis is high. 

Compound fracture of the femur is frequently 
complicated by septic arthritis due to the presence 
of longitudinal fissures. Such fissures may be so fine 
that they are not revealed by the X-ray. 

Primary injuries of blood vessels are unusual, 
while injuries to the sciatic and anterior crural 
nerves are more common. 

Deformity due to displacement and overriding 
is more variable in military than in civil practice. 
Whatever the type of fracture, the injury always 
extends much farther than would be supposed. 

Frequently when there has been only a slight loss 
of blood severe symptoms of shock ensue—pallor, 
lividity, coldness and shivering, shallow respira- 
tion, and a feeble rapid pulse. These are due to a 
sudden vasomotor disturbance occurring immediate- 
ly after the injury and subside immediately follow- 
ing immobilization and the relief of pain. 

Practically all infection is carried into a limb from 
without, but the deeper structures show signs of in- 
fection earlier than the more superficial tissues. The 
degree of the infection depends upon the extent of 
the destruction of the muscles and anatomical con- 
ditions causing complete closure of the wound. 
Therefore if debris is not removed and the region 
exposed rapidly sepsis supervenes. Profuse and 
prolonged suppuration may set in, causing secondary 
abscesses, haemorrhages, sclerotic and lardacious 
changes in the surrounding tissues, and visceral 
degencrative changes. 

Infected fractures are associated with more or 
less localized osteomyelitis. The periosteum is 
much more resistant than the bone or marrow. 
Sometimes sepsis is sufficiently severe to destroy all 
osteogenetic power and cause complete non-union. 

Débridement is therefore the first and best pro- 
cedure in the treatment of compound fractures. The 
wound should be enlarged, drainage established, 
foreign matter and devitalized tissue removed, and 
the medullary canal exposed. 

Regarding the disposal of bone fragments there 
are divergent views. In the American Army all 
loose splinters were removed and all fragments with 
periosteal attachments were carefully preserved. 
This method gave the best results although sup- 
puration was prolonged and encouraged. 

Leriche and other French surgeons obtained ex- 
cellent results with a routine removal of all frag- 
ments by careful subperiosteal resection. Such a 
procedure is indicated only in the first month before 
callus has been formed. Afterthe beginning of callus 
formation the operation must- be limited to the 
drainage of abscesses and removal of obvious se- 
questra. 

External appliances are best for the reduction 
and fixation of compound fractures. Internal 
fixation (such as plating, banding, and wiring) was 
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given an extensive trial early in the war and was 
almost universally condemned. 

The Thomas splint is the best appliance for sus- 
pension and traction in civil as well as in military 
practice. The posterior portion of the ring must 
press firmly against the tuberosity of the ischium. 
This position is maintained by vertical pull by 
means of weights, pulleys, and an overhead frame. 
The weights should just balance the limb. 

Posterior support is obtained by means of flannel 
strips extended from one side bar to the other, and 
extension, by means of moleskin strips extending as 
high as the wounds will allow and traction over the 
end of the frame. The initial weight should be the 
maximum weight and should be gradually scaled 
down. 

In fractures of the lower third of the femur direct 
traction obtained by means of calipers or tongs is 
more effective. Less weight is necessary with this 
method. 

Traction must be applied to the distal fragment in 
the direction of the long axis of the proximal 
fragment. If possible, the hip, knee, and ankle 
should be slightly flexed. 

The Hodgen splint is used when there are wounds 
near the hip joint as the ring of the Thomas splint 
would interfere with the dressing. With the Hodgen 
splint the limb is abducted and rotated externally, 
the hip is flexed, and the knee is kept nearly straight. 
An initial ‘weight of as much as 4o lb. may be 
necessary. 

The normal anterior bowing of the femur must be 
maintained in fractures in the middle third. Back- 


ward tilting of the lower fragment in fractures of 
the lower third is best overcome by flexing the knee 
to 90 degrees with traction in the line of the upper 


fragment. In such cases the Pearson adjustable 
knee-flexion attachment to the Thomas splint is of 
great value. 

The most common deformities to be avoided are: 
(1) excessive shortening due to inadequate traction 
or poor position; (2) the loss of the normal anterior 
bowing of the shaft; (3) rotation of the lower frag- 
ment on the upper, either inward or outward; and 
(4) abduction of the upper fragment. 

Non-union results especially when there is exten- 
sive destruction of bone substance and should be 
treated by bone grafting. Operative treatment 
should not be undertaken until at least six months 
after the closure of the wounds. 

When union becomes firm the patient is given a 
walking Thomas splint. This is worn from six to 
eight weeks, during which time it is removed at 
night and several times during the day to allow 
knee flexion. D. H. LevintHuat. 


Kelly, R. E.: An Operation for the Chronic Disloca- 
tion of the Peroneal Tendons. Brit. J. Surg.. 
1920, VII, 502. 

The author reports two methods of preventing 
forward displacement in cases of chronic dislocation 
of the peroneal tendons. In the first method the 
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lower end of the fibula is exposed subperiosteally 
anda thin veneer-like graft 1 in. in length is removed 
from the lateral surface. The graft is then displaced 
backward to overlap the peroneal groove by !4 in. 
and is held in place by two screws. This method 
gave very satisfactory results after twelve months. 
The second procedure obviates the danger of 
placing the screws too close to the joint. A drill 
hole is made in the fibula just above the malleolus, 
pointing backward and slightly downward. With a 
fine keyhole saw a longitudinal cut is made from the 
drill hole almost to the lower end of the malleolus 
and the graft is freed by cross cuts from the lateral] 
surface of the fibula. The upper cut is slanted 
obliquely upward, the lower obliquely downward. 
The graft is thus made cuboidal in shape with its 
two larger planes medial and anterior and its 
smaller surfaces lateraland posterior. By backward 
displacement it becomes firmly wedged into its bed 
and is held without additional fixation. The amount 
of displacement is of course dependent on the 
obliquity of the saw cuts and their thickness. These 
should be so placed that when the graft is hommered 
backward it will fit and the overhang posteriorly 
will be about 1% in. J. I. Mitcue.i. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Mouchet, A.: Cases of Limb Surgery (Quelques cas 
de chirurgie des membres). Av. Fac. de med. Univ. de 
Montevideo, 1919, iv, 773. 


Since the beginning of the war Mouchet has 
operated on about 300 cases of nerve injuries. 
He believes that suturing of nerves gives satisfactory 
end-results in 10 per cent of the cases while neuroly- 
sis is successful in at least 50 per cent. The radial, 
the external popliteal, and the sciatic nerves recover 
their function much more rapidly than others such 
as the median and ulnar. The incision in nerve 
surgery should not be made exactly over the line of 
the nerve as in that case the operative scar may 
adhere to the underlying planes. 

Mouchet calls attention to the inability of many 
practitioners to recognize cases of carpal injuries. 
If a displacement of a carpal bone is recognized 
in time reduction can be effected and full normal 
function will be recovered, but if it is not recognized 
or is badly treated it becomes almost incurable. 
In cases of swollen and impotent wrists a radial 
fracture is at first suggested. 

In carpal luxations the luxation is situated low, 
the radial and ulnar styloid apophyses preserve 
their normal relations, the active and passive move- 
ments of the hand are very limited, and flexion ot 
the fingers is impossible or greatly restricted. A 
special feature of carpal luxation is an increase in 
the anteroposterior diameter of the wrist. 

When the absence of a radial fracture has been 
proved it may not be clear whether the injury is 4 
scaphoid fracture or a carpal luxation. In a fracture 
of the scaphoid the swelling is in the external hali 





GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


of the wrist, the pain is localized, and the only 
movement affected is the movement of the radial 
inclination of the wrist, that of the fingers being 
relatively free. In subluxation of the semilunar 
the functional disturbance of the hand is characteris- 
tic and there is the special sign of anteroposterior 
thickening of the carpus. As a rule the diagnosis 
may be confirmed by radiological examination. 
In a carpal displacement reduction may be 
effected under anesthesia if the basculation of the 
semilunar in front does not exceed go degrees. 
Three or four weeks after the injury reduction is 
difficult. The semilunar must then be removed and 
with it the upper fragment of the scaphoid if the 
latter also is fractured. W. A. BRENNAN. 


Julliard, C.: Fibro-Adipose, Cartilage, and Bone 
Grafts in Reparatory Surgery (De la greffe 
fibro-adipeuse, cartilagineuse et osseuse en chirurgie 
réparatrice). Rev. méd. de la Suisse Rom., 1920, xl, 
211. 

In about 100 cases in which fat grafts were used 
Julliard did not find a single case in which the graft 
was eliminated when strict asepsis was maintained 
during operation. Local anesthesia is usually em- 
ployed to prevent nausea as in one instance vomiting 
caused the elimination of a graft. The graft takes 
well, maintains its volume, and retains its fatty 
nature for quite a long period. 

Cartilage grafts are not eliminated as a rule unless 
there is suppuration. In 60 cases in which such 


grafts were used elimination occurred only twice. 
Cartilage is especially valuable in the repair of 


cranial losses and in facial plastics. 

The chief objection to bone grafts is the facility 
with which they are eliminated immediately follow- 
ing operation even when strict asepsis is maintained. 
The larger the graft the greater the chance of failure 
in the operation, especially if fixation has been ef- 
fected with metallic wire, plates, screws, etc. 

The osteoperiosteal graft appears to take more 
easily. The author’s experience has shown that 
the results were best when thin bone grafts with 
abundant periosteum were used. 

Julliard finds that fat grafts are of value in the 
repair of war wounds and similar injuries. Cartilage 
grafts take with great facility and are maintained 
for some months without change, though finally 
they undergo a fibrous transformation with preser- 
vation of islets of living tissue. Whether or not there 
is complete transformation has not been determined. 
Autogenous bone grafts usually show clear processes 
of regeneration either internally or on their surfaces. 
and even after one or two years are not entirely 
transformed. W. A. BRENNAN. 


Miller, O. R.: The Treatment of Congenital Club- 
Foot. Am. J. Surg., 1920, xxxiv, 165. 

In club-foot there is an inversion of the sole and 
contraction of the tendon of Achilles which throws 
the weight on the outer side of the foot, usually at 
about the juncture of the cuboid and fifth metatarsal. 
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In approximately 45 per cent of the cases the con- 
dition is congenital. 

The cause of the congenital variety is obscure, but 
is supposedly a faulty intra-uterine position which 
bends and twists the neck and head of the astragalus, 
making the lateral arch of the foot more concave, the 
inner border shorter, and the outer border elongated. 
As the patient grows older the common extensor 
digitorum longus tendon becomes permanently 
lengthened and the tibialis anticus, tibialis posticus, 
tendon of Achilles, and plantar fascia become 
shortened. 

The treatment, which may be manipulative, 
mechanical, or operative, should be begun as soon as 
possible after the first week of life. In the early cases, 
manipulations to obtain an overcorrected position 
should be continued for twenty minutes daily, but if 
this is not possible some form of support is neces- 
sary between less frequent treatments. Very young 
children do not require an anesthetic. With the 
foot held in marked eversion, a cast should be 
applied above the flexed knee to prevent a rotation 
of the leg and to secure the foot. The plasters 
should be changed weekly. If necessary, the tendon 
of Achilles may be divided subcutaneously. The 
casts should be renewed until the foot maintains 
the position of calcaneovalgus of its own accord and 
should then be left in place for several months in 
order that the stretching of the soft parts may be 
permanent and that contraction may take place in 
the peronei and extensor muscles. 

In neglected and recurrent cases of long-standing, a 
bone operation is necessary. The author prefers the 
Albee operation. By this procedure the scaphoid 
bone on the inner side of the foot is divided into an 
anterior and posterior half. Then, with the foot 
stretched into the overcorrected position, a tibial 
graft is inserted and secured between the scaphoid 
fragments and the foot is placed in plaster in the 
overcorrected position. If the skin edges do not 
come together it may be necessary to let granulation 
take place. 

This operation is an improvement over the others 
as the permanent lengthening of the inner border 
gives the foot a more normal] appearance. Cook’s 
operation of removing a wedge-shaped section of bone 
from the outer side of the foot at the site of the 
calcaneocuboid joint and then extending this removal 
transversely through all the bones of the tarsus makes 
a shorter foot. The Phelps’ operation of dividing all 
tissues on the inner aspect down to the bone at the 
astragaloscaphoid joint and correcting the foot 
forcibly does not prevent recurrence. Hoke’s 
operation consists of a subcutaneous osteotomy of the 
neck of the astragalus. 

Following the operation the cast should be worn 
from six to twelve weeks and then replaced for at 
least six months by a club-foot brace such as that 
devised by Bradford and Lovett. After the removal 
of the brace, a shoe with a broad toe and a low heel 
raised from |8 to !4 in. on its outer aspect should be 
worn. R. G. PAcKarp. 
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ORTHOPEDICS IN GENERAL 


Sutherland, R. W., and Christie, J.M.: Some Notes 
on Military Orthopedics. Brit. M.J., 1920, i, 762. 


The authors review the results they have obtained 
in treating orthopedic conditions following war 
wounds. The patients are cared for in special 
hospitals situated on the seashore where the sunshine 
and salt air increase their appetites, diminish their 
neurasthenia, and make their hospital period a 
recreation and a vacation. 

Rectal anesthesia was found to be very satis- 
factory, especially in cases of injury to the head, neck, 
and chest, and for patients who had been gassed or 
were bronchitic. After a subcutaneous injection of 
morphine, 6 oz. of ether in 2 oz. of olive oil were 
slowly introduced into the rectum. Following the 
operation the rectum was thoroughly washed out 
with salt solution and 2 oz. of pure olive oil were 
introduced. 

Vaccines aided in diminishing, and at times 
prevented, a reinfection when an operation was 
performed on a chronic wound. Careful asepsis was 
carried out. Sinuses were not followed as a routine, 
but an attempt was made to reach the focus of 
infection by the shortest route, carefully avoiding all 
nerves. The excision of infected wounds was found 
to be as satisfactory in chronic as in early cases. 
Bone cavities with osteomyelitis were excised com- 
pletely and the overhanging edges were removed. 
Unnecessary trauma was avoided in these cases by 
using very sharp case-hardened chisels. 

In a number of amputations in which the scar 
was adherent to the bone it was possible to insert a 
muscle flap under the skin. This insured a good 
stump without the further shortening of a re- 
amputation. The insertion of fat grafts between 
scars and deeper structures was not satisfactory. 
In a number of cases the scars were excised and 
sliding or Thiersch grafts were used to cover the 
denuded area. 

Fat grafts were found to be very practical in 
preventing the re-formation of adhesions about 
tendons. The fat was replaced later by a fascial 
transplant, especially if the severed tendons were to 
be sutured. 

End-to-end suture was the only method which 
gave favorable end-results. Fat transplants also 
were used to protect sutured nerves. Ankylosis is a 
very common result following injuries to joints. 
Forcible manipulation with the patient under the 
influence of an anesthetic is rarely satisfactory in 
the presence of the massive adhesions which are caused 
by war wounds. Gradual stretching by means of 
mechanical appliances was found to give more 
favorable results. In many cases, especially when 
the joint was not in an unfavorable position and 
when nerve injuries were present, the joint cavity was 
not interfered with. In malposition excision was 
done in an effort to establish ankylosis in a more 
favorable position. Passive movements were begun 
the day following operation and the patient was 


encouraged to move about as soon as _ possible. 
Osteotomy was done only in a healthy area of the 
bone. Medullary pegs were preferred to lateral 
grafts in repairing old fractures as they permitted 
the placing of a portion of healthy bone in firm 
contact with a vascular area in the affected bone. 
Only a smal! amount of extra equipment was 
necessary in the care of these patients; the material 
found in any hospital may be adapted to meet the 
requirements. A. J. Scuort, Jr. 


Lane, W. A.: The Advantages Afforded by Exten- 
sion in the Treatment of Diseased Joints. 
Lancet, 1920, cxcviii, 1159. 

The author discusses the method of treating 
diseased joints by extension. By means of an appar- 
atus devised by Hoefftcke the inflamed articular 
surfaces are forcibly separated from each other 
without interfering with the function of the joint. 
Free movements are possible and keep the circu- 
lation and attached muscles in a normal condition. 
Without extension joint movements are impossible 
as the articular surfaces will become bruised, dam- 
aged, and inflamed. With the extension apparatus 
in place, however, the patient is able to lead his 
normal active life. 

In disease conditions of the hip joint it is often 
necessary to employ forcible movements and exten- 
sion before applying the apparatus. In diseases 
of the knee the apparatus should be applied at once, 
extension being exerted gradually. 

The author compares the favorable results ob- 
tained in cases of diseased hip joints by the use of 
apparatus with those obtained with silver wire fixa- 
tion and displacement of the articular surfaces. 
The wire fixation also permitted joint movement 
and at the same time separated the articulating 
cartilages. A. J. ScHoLt, Jr. 


Mackay, C.: The Value of Posture in the After- 
Treatment of Stiff Shoulder. Lancet, 1920, 
cxcviii, 1266. 

The term “stiff shoulder” as used in this paper 
does not include the old cases of arthritis or acute 
inflammatory processes with subsequent articular 
adhesions and osteo-arthritic changes limiting the 
motion of the joint, but is applied to cases in which 
there is weakness of. the muscles of the shoulder 
girdle following some injury. 

In many cases of weakness of the muscles of the 
shoulder girdle there is a definite mental element, 
the disability being exaggerated and the difficulties 
in the treatment thereby increased. The treatment 
generally applied is flexion at the side. This method 
is faulty because the force of gravity is not con- 
sidered. The weight of the arm falls on the muscles 
of the shoulder girdle and as the muscles are the 
chief supporting.structures a constant drag on them 
results which causes a reflex atrophy and at times 
a subluxation of the humerus. To overcome 
this drag the use of the abduction arm splint is 
recommended. 
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Early and absolute relaxation of the muscles of 
the joint is important. Later, voluntary movement 
should be encouraged. This is best carried out 
with the patient in the horizontal position so that 
the weight of the arm falls on the bed or table upon 
which he lies. The arm should then be slowly 
abducted as much as possible. The abduction may 
be facilitated by the use of some smooth object 
under the arm with chalk on it to minimize the 
friction. By progressive exercise the muscles are 
enabled to accommodate themselves to the load of 
the arm. Over-exertion causing spasm is to be 
avoided. 

In the treatment of stiff shoulder the abduction 
arm splint is recommended. After all muscle spasm 
has disappeared systematic re-education of the 
muscles should be begun, starting with the minimal 
load position and gradually increasing the load 
capacity until full function has returned. 

B. R. PARKER. 


Revel, L.: Temporary Disarticulation of the Foot 
for Tuberculosis (De la desarticulation temporaire 
du pied pour tuberculose). Rev. de chir., Par., 1920, 
Iviil, 205. 

Tuberculosis of the tarsals and metatarsals is most 
difficult to treat. The anatomical and physiological 
conditions of the foot are such that the disease is 
spread easily and treatment other than operative 
treatment is usually unsuccessful. 

Of the surgical procedures applicable to tuber- 
culosis of the foot the Ollier resection is the only one 
worthy of attention and even this is faulty as it does 
not provide sufficient exposure for the surgeon to see 
the lesions with which he has to deal. 

As a procedure which does give sufficient exposure 
and which also meets all of the other requirements 
Revel advocates temporary disarticulation which 
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was practised by Delbet. By this method the foot is 
opened transversely as in the Chopart and Lisfranc 
techniques. 

Such an opening necessitates the sectioning of the 
tendons, vessels, and nerves in the back of the foot. 
but Revel believes that it is the only method by 
which amputation may be avoided. 

If branch incisions are made at the extremities of 
the transverse incision and parallel to the sides of the 
foot both surfaces of the tarsal and metatarsal 
bones may be examined and the bony and soft parts 
may be easily curetted or excised. 

The author has treated three cases by the method 
described. In the first the scaphoid, cuboid, third 
cuneiform, posterior half of the first two metatarsals, 
and the posterior end of the last three metatarsals 
were removed. In the second case the entire anterior 
tarsal and the posterior ends of the last four metatar- 
sals were removed. In the third case a temporary 
disarticulation of the instep was done. In tuberculo- 
sis of this region the astragalus is usually removed by 
means of lateral incisions to spare the tendons, but 
in the author’s cases Delbet’s method was used 
instead. In these cases also branch incisions at the 
extremities of the transverse incision were necessary 
and the transverse incision made was that used by 
Syme. The diseased soft parts and the astragalus 
were removed and the tibial, malleolar, calcaneal, 
and scaphoid surfaces explored. An excellent re- 
covery resulted in every instance. 

From these cases it is evident that even when 
fistula are formed and the condition develops in the 
third decade of life tuberculosis of the tarsals and 
metatarsals does not necessarily demand amputation. 
Nearly always the condition may be cured if the 
infection is localized in the foot, the patient’s general 
condition is good, and an operation is performed 
according to Delbet’s technique. W. A. Brennan. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Mott, F.W.: A Lecture on the Early Symptoms and 
Diagnosis of Diseases of the Spinal Cord. 
Brit. M. J., 1920, i, 857. 

The recent war has emphasized the importance 
and the frequent difficulty of differentiating between 
early organic diseases and functional disease. The 
greatest difficulty was presented when the patient 
complained of subjective sensory phenomena, but 
no objective signs were observed. 

Two subjective sensory symptoms, pain and 
paresthesia, hold the first place in spinal cord disease. 
Pain is the most constant and often the first symp- 
tom. It is a striking fact, however, that only a very 
small percentage of patients complaining of pain in 
the spine suffer with disease of the spinal cord. In 
functional cases, as a rule, the exact spot at which the 
patient locates the pain can be readily shifted by 
suggestion. Occasionally, however, there is an under- 
lying organic disease. This is particularly true if 





the localized tenderness and spontaneous pain can- 
not be shifted by suggestion. Not infrequently new 
growths of the spine, aneurisms eroding the spine, 
and extramedullary tumors affecting the posterior 
roots are responsible. 

The pain of an organic cord disease is termed 
pseudo-neuralgic; it is lancinating, boring, cutting, 
tearing, burning, continuous or paroxysmal, dull or 
acute, and segmental in its topographical distribu- 
tion. Often it is accentuated by sneezing, cough- 
ing, blowing the nose, or defecation. 

A frequent cause of root irritation and one of the 
early signs of tabes is syphilitic meningitis. Light- 
ning pains are rarely absent and usually constitute 
the earliest symptom of tabes. While severe neural- 
gic pains are noted in herpes zoster, the eruption 
locates the lesion in the posterior spinal ganglion. 

In peripheral neuritis the additional objective 
signs of a sensory disturbance, such as tenderness of 
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the calves associated with anesthesia and analgesia, 
permit a ready diagnosis. 

Next to lightning pains, difficulty in starting mic- 
turition or in controlling the urine are among the 
earliest and most constant symptoms of tabes. 
Bladder crises and renal crises simulating the pas- 
sage of a stone may occur. Gastric crises are not in- 
frequently the earliest symptom for which the 
patient seeks advice. Rectal, intestinal, and laryn- 
geal crises are less common. A painless spontaneous 
dislocation or fracture should always arouse suspi- 
cion. The most frequent and important diagnostic 
clinical sign is some pupillary anomaly. 

A girdle pain, while common in tabes, is also an 
important early symptom of a focal meningitis or 
meningomyelitis. In young male adults syphilis is 
the most frequent cause of meningomyelitis which 
is by no means a late manifestation of this disease. 
Fournier long ago showed that the most severe and 
the largest number of cases of cerebrospinal syphilis 
occurred within the first year after infection and 
diminished in severity and frequency with each suc- 
cessive year. The serologic investigation of the 
spinal fluid is an invaluable aid in the diagnosis. 

Another early symptom of spinal cord disease is 
dysesthesia, manifesting itself as heaviness of the 
limbs, numbness, tingling, and sensations of heat 
and cold. This symptom may be presen’ also in ex- 
traspinal disorders of the nervous system, in such 
conditions as Raynaud’s disease, erythromelalgia, 


SURGERY OF THE 


The Technique of Operations 
South. M. J., 192¢, 


Coleman, C. C.: 
upon Peripheral Nerves. 
Xili, 427. 

There are three types of operation for peripheral 
nerve injuries: liberation of the nerve or neurolysis; 
suture; and transplantation. 

Liberation is indicated when the nerve is coui- 
pressed by scar tissue or bound up in callus. It 
should be done only when the interference with 
nerve function is extraneural for it cannot possibly 
be of help to paralyzed nerves when the neuraxes 
are destroyed or obstructed by scar tissue. 

Suture is indicated in cases of anatomical inter- 
ruption of the nerve or intraneural obstruction by 
fibrous tissue in which satisfactory signs of regenera- 
tion are absent. In the preparation of a nerve for 
suture all scar tissue must be completely removed 
and the healthy funiculi uncovered by serial sec- 
tions made with a sharp knife. This may result in 
a considerable defect or extension of the joints of the 
extremity but such results may be overcome as a 
rule by flexion and freeing the nerve for some dis- 
tance above and below the lesion. Gentle stretching 
of the peripheral segment to gain distance is per- 
missible, and transposition of the nerve to a more 
direct course is especially valuable in lesions of the 
musculospiral, ulnar, and median nerves. 
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arteriosclerosis, endarteritis, reaction to cold, neu- 
ritis, and the various paresthesias occurring in 
neurasthenics. 

Dysesthesia may be the first symptom in acute 
or chronic spinal meningitis, acute or chronic myel- 
itis, anterior poliomyelitis, myelomalacia, syphilitic 
meningomyelitis, and disseminated sclerosis. 

Of the objective disorders of sensibility, dissoci- 
ated anesthesia is of greater frequency and impor- 
tance as a diagnostic sign than total anesthesia. 

Sensory phenomena are transitory or absent, par- 
ticularly in anterior poliomyelitis, progressive mus- 
cular atrophy, amyotrophic lateral sclerosis, and 
often in disseminated sclerosis. In the disseminated 
sclerosis, however, transitory objective sensory <is- 
turbances are very common. The associated emo- 
tional symptoms frequently lead to an erroneous 
diagnosis of hysteria. 

In cases of extramedullary tumors of the cord and 
meningitis circumscripta a precise anatomical diag- 
nosis is essential before operation may even be con- 
templated. The Brown-Séquard phenomenon is 
common in these conditions. 

There are many cases of organic diseases of the 
spinal cord with a large halo of functional disturb- 
ance which can be removed by mental suggestion, 
re-education, and encouragement. In differentiat- 
ing the functional and the organic disorders it is well 
to bear in mind that more mistakes are due to not 
looking than to not knowing. H. W. Wortman. 





NERVOUS SYSTEM 


Tension on the line of suture should be avoided. 
Much time is saved by first exposing the nerve 
trunk above and below in the healthy tissue and 
continuing the dissection through the site of the 
injury. As soon as the nerve is exposed a silk 
suture is placed in the sheath and a similar identifica- 
tion knot inserted in the same plane on the opposite 
side of the lesion to prevent torsion of the nerve 
and malapproximation of the bundles. One pene- 
trating suture of catgut is used for all nerves except 
the sciatic which requires two. A sufficient number 
of fine epineural silk sutures are placed to secure 
accurate approximation of the sheath. 

When the line of suture rests upon a bed of dense 
scar tissue transplantation of a pedicled pad of 
fat and fascia is occasionally necessary to minimize 
the fibrous tissue formation about the nerve. In 
suture of the musculospiral nerve over the callus 
of the humerus this procedure is of undoubted 
value. Usually the intermuscular planes form an 
excellent bed for the nerve. Encapsulation by 
veins, tubes of fascia lata, detached fat pads, and 
insertion in muscle tunnels tends to increase the 
formation of scar tissue about the suture and may 
constitute a distinct handicap to regeneration. 

Nerve transplantation is indicated when the 
segments of the divided nerve, after the removal of 


























the fibrous ends, cannot be approximated without 
harmful tension. The autogenous nerve graft taken 
from a superficial sensory nerve is the best material 
to fill in a defect in a motor or mixed nerve. The 
method of Huber by which a cable of several seg- 
ments of a sensory nerve, generally the musculo- 
cutaneous of the leg, is transplanted into the defect 
seems best to fulfill the histologic requirements for 
regeneration. 

The results of transplantation are by no means 
so successful as those of suture, and the procedure 
should not be employed except when end-to-end 
approximation and suture of the divided nerve are 
impossible. 

Scars over the incision for the exposure of the 
nerve should be excised as frequently they heal 
very unsatisfactorily. It is unnecessary to em- 
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phasize the importance of a dry field and protection 
of the exposed nerve by warm, wet, saline pads. 

A tourniquet is not necessary and may cause 
paralysis of a healthy nerve. Drainage is avoided 
by ligating every oozing vessel. 

The prognosis of operation upon nerves has 
enormously improved as the result of a better con- 
ception of nerve regeneration, improved operative 
technique, and more intelligent postoperative care. 
Obviously perfect regeneration of the nerve trunk 
will be unsuccessful as regards function if fibrosis 
of the joints or muscles is not prevented by intelli- 
gent physio- and electro-therapy and the proper use 
of splints. The treatment should be begun at the 
time of the injury and continued until functional 
recovery is complete or becomes manifestly impos- 
sible. H. A. McKNIGHT. 


MISCELLANEOUS 


CLINICAL ENTITIES —-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Berkeley, W. N.: Preliminary Report on a New Meth- 
od for the Clinical Diagnosis of Toxic Thyroid 
States. Med. Rec., 1920, xcvii, 1035. 


The author found that the serum of patients 
suffering with Basedow’s disease binds powerfully 
with the normal thyroid of dogs and does not bind 
with any other organ of these animals. Using dog 
thyroid as an antigen, he made fixation experiments 
on more than 175 human serums. In 4o of these 
cases a positive thyroid dyscrasia was suspected. 
Of the 40 cases, 18 were clinically undoubted cases 
of Graves’ disease, 2 were probable cases of Graves’ 
disease, 10 were doubtful, and 1o were probably not 
cases of toxic goiter. 

On the basis of this test the 18 positive cases were 
reported one to four plus, the probable cases were 
positive, 6 of the 10 doubtful cases were positive, 
and ro cases which clinically were regarded as not 
Graves’ disease were negative. Of the 135 controls, 
all were negative except 1. SAMUEL Kaun. 


Engelbach, W.: Arterial Hypertension Associated 
with Endocrine Dyscrasia. J. Am. M. Ass., 
1920, Ixxiv, 16109. 

In an analysis of more than soo cases of conditions 
due to disturbances of the endocrine glands ob- 
served by the author during the last four years it 
was found that 46 patients (about 10 per cent) had 
a blood pressure above 160. Cases in which nephritis 
or arteriosclerosis was suspected were excluded. The 
highest percentage of arterial hypertension was 
found in 46 patients with a pluriglandular dyscrasia. 
In 14 of these 46 cases (30 per cent) more than one 
gland was involved but in no case did the condition 
of a single gland so dominate the picture that it was 
considered the primary secretory disturbance. 





Combined pituitary and thyroid hyposecretion 
was present in 12 cases (about 26 per cent of the 
cases of hypertension). In 11 cases (one-fourth of 
the whole number) the condition developed at the 
menopause and the glandular disturbances were 
considered merely a part of the climacteric. In 4 
of these there was evidence of hypothyroidism; in 
3, hyperthyroidism; and in 2, hypopituitarism. 

Primary gonad insufficiency was present in 4 
cases (9g per cent); 1 of these patients was a eunu- 
choid person, 1 was a late castrate, and 2 were early 
castrates. Next in frequency were thyroid condi- 
tions, which were present in 12 cases. Eight of 
these (17 per cent) were classified as cases of pure 
hypothyroidism, and 4 (8 per cent) as cases of 
hyperthyroidism. Conditions due to the pituitary 
gland were found in only 5 cases (11 per cent). In 
4 of these hypopituitarism was present, and in 1, 
hyperpituitarism. One was a case of pituitary 
hibernation; 1, a case of pituitary headache (both 
reacted to substitution pituitary treatment); 1, a 
case of hypophyseal glycosuria; and 2 were cases of 
eunuchoid gigantism. 

The diagnosis of arterial hypertension associated 
with endocrine dyscrasia is difficult and often 
doubtful. The important diagnostic objective is 
the exclusion of the following organic lesions: 

1. All varieties of renal disease. Dependence is 
to be placed on complete and prolonged observation 
of the case, including repeated urine analyses, deter- 
minations of the concentration power of the kidney 
(Mosenthal renal test), the phenolsulphonephtha- 
lein functional test, and determinations of the 
blood retention products (total non-protein nitrogen, 
urea, creatinin, and uric acid), renal changes, and 
cardiovascular signs suchas cor renalis, left ventric- 
ular preponderance (electrocardiogram), and ac- 
centuation of the second aortic tone, which are 
ordinarily associated with renal disease. The 
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variability of the blood pressure is important in the 
differential diagnosis. Marked vacillation of from 
40 to 60 mm. in pressure in twelve hours or a rapid 
reduction in the pressure amounting to more than 
60 mm., and brought about by treatment are not 
considered attributable to renal disease. 

2. Arteriosclerosis. It is well known that fre- 
quently sclerosis of the visceral arteries is not 
associated with signs of sclerosis of the superficial 
or palpable vessels. A history of a previous disease 
that might have produced arteriosclerosis or a renal 
lesion, and a thickening, nodulation, tortuosity, or 
pulsating mobility of the superficia! vessels are, of 
course, significant. Changes in the conjunctival 
and retinal vessels, the arch of the aorta, or the left 
ventricle of the heart (demonstrated roentgenolog- 
ically) must also be sought. The clinical symptoms 
frequently associated with visceral sclerosis, sclerotic 
dementia, and angina pectoris, abdominis, and 
cruris are valuable diagnostic aids. 

3. Other metabolic diseases; tocal and general 
infections; subacute and chronic intoxication. 
Negative evidence as regards these conditions is 
also essential as they have a decided effect on the 
arterial tension. 

4. Intermittent hypertension due to other causes. 
This is very similar to the type of arte.ial hyper- 
tension associated with endocrine dyscrasias and 
possibly many cases of this type really belong to the 
endocrine group. The intermittent or paroxysmal 
hypertension present in migraine, pregnancy, 
eclampsia, and the premenstrual state and other so- 
called functional, neurotic, or emotional arterial 
hypertensions would probably fall in this class of 
arterial hypertension or be disqualified entirely 
because they do not persist sufticiently long to 
warrant their classification as a definite syndrome. 
Their differentiation depends on repeated blood 
pressure determinations made during the same day 
or on a number of consecutive days. A single blood 
pressure reading is unreliable 

The prognosis of hypertension associated with 
endocrine dyscrasias is very much more favorable 
than that of high arterial tension due to definite 
vasculorenal lesions. While its course is much 
longer, it is associated with fewer disturbing symp- 
toms. It is true, however, that in many cases arterial 
disease develops sooner or later and in some cases 

‘the condition leads ultimately to renal disease 
though it rarely terminates in uremia. If the 
arterial tension is not reduced or reducible it may 
end in cerebral hemorrhage or cardiac incompetence. 
For this reason the term “benign or functional 
hypertension ”’ is a misnomer. 

The treatment depends entirely on the internal 
secretory dyscrasia with which the abnormal hyper- 
tonus is associated. Treatment should be directed 
primarily to the correction of the disturbed internal 
secretory balance. If this.can be accomplished the 
blood pressure will be very much reduced in the 
majority of cases and frequently will return to, and 
remain within, normal limits. 
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The low-protein and salt-free diet ordinarily 
recommended for hypertension due to nephritis or 
arteriosclerosis is not indicated in the majority of 
cases of the type of hypersecretion under con- 
sideration. Measures to increase elimination, which 
are ordinarily beneficial in nephritis, are also fre- 
quently contra-indicated. It has been noted that 
in some instances drugs which cannot be used in 
other types of arterial hypertension because of 
their vasoconstrictive action are effective. For 
instance, it has been found that pituitary extract 
(the extract of the posterior lobe of the hypophysis) 
reduces the blood pressure in pituitary hibernation. 
Probably this is due to its effect on the carbohydrate 
or fat metabolism which is the basic cause of the 
arterial hypertension in these cases. Because of its 
hormone effect on the gonads, epinephrin also may 
be indicated in the menopause or gonad types. In 
conditions due to hypersecretion, such as hyper- 
thyroidism and hyperpituitarism, surgery might 
aid in relieving the high blood pressure if the 
diagnosis is sufficiently clear to prove that the in- 
crease of glandular secretion is the sole cause of the 
hypertension. C. H. Davis. 


Ohler, W. R.: The Treatment of Surgical Shock 
in the Zone of Advance. Am. J. M. Sc., 1920 
clix, 843. 

Ohler reviews the methods used in the army to 
combat surgical shock and summarizes the teaching 
of the Army School at Dijon as follows: 

1. Control restlessness by using morphine in 
large doses. 

2. Restore body heat by promptly warming the 
patient. 

3. Restore body fluids. Force fluids by mouth 
hot soups, tea and coffee during the first few hours; 
warm soda bicarbonate drinks and fluids by rec- 
tum to aid in overcoming the condition of acidosis; 
intravenous solution of 6 per cent gum acacia. 

4. Give blood transfusions by the citrate method. 
This method is simple and yields uniformly good 
results. 

In conclusion the author reviews the cases he has 
treated by the methods enumerated. 

H. A. McKnicur. 


Loeb, L.: Causes and Definition of Cancer: Am. /. 
M. Sc., 1920, clix, 781. 

The following factors are analyzed as causes of 
cancer: 

1. External stimulation of a mechanical or 
chemical nature. There seems to be a graded series 
of transitions from the normal growth energy oi 
tissues to the increased growth energy and motility 
of cancer. Each kind of tissue maintains on the 
whole its characteristic growth energy and this is 
one of the essential features distinguishing cancer, 
benign tumor, and normal tissue. That long-con- 
tinued irritation or even a single trauma may be 
an important factor in the origin of cancer has been 
proved conclusively. 









































































2. Internal chemical stimulation, especially the 
action of internal secretions. The effect of hormones 
on the development of cancer is specific; a hormone 
influences the development of cancer only in those 
organs to which under normal conditions it has a 
specific relation. Castration has a definite influence 
on the origin of mammary cancer in mice, and it has 
been demonstrated that the influence of this 
hormone is quantitatively graded. 

3. Heredity. That heredity plays a part in the 
development of cancer in mice is evident. The 
hereditary tendency to cancer does not follow the 
laws of simple Mendelian inheritance of monohy- 
brid characters, but may be explained according to 
Mendelian principles if the presence of multiple 
hereditary factors is assumed. The inheritable 
tendency to cancer apparently consists of a tendency 
to develop cancer only in particular organs. Hered- 
ity is also a factor in the origin of cancer in man, but 
interbreeding and perhaps other factors have ob- 
scured its significance. It consists of the presence 
or absence of chemical or mechanical growth stimuli 
which originate within the organism and produce 
cancer if combined with other growth-promoting 
factors. 

4. Embryonic character of tissue or disturbances 
of embryonic development. Young tissues grow 
more actively than older tissues, and the body 
fluids of younger organisms are more favorable to 
the proliferation of tissue than those of older 
organisms. Furthermore, an extensive migration 
of germ cells takes place within the embryo at .an 
carly stage of development and some of the em- 
bryomata which are found far removed from the 
ovary may be due to failure of the germ cells to 
reach their proper place. 

5. Age. Most tissues are so constituted that 
within certain limits changes of environment call 
forth a response indicating increased activity. Old 
age may place cells in such a new environment. 

6. Contact. The contact of normal tissues with 
cancerous tissue may result in the transformation 
of the former into cancerous tissue. This has 
been observed in cases of spontaneous tumors as 
well as in cases of transplanted cancers. It is 
probable that the process is another instance of 
the stimulating effect which one tissue may normal- 
lv exert upon another. 

7. Micro-organisms. It is possible that these 
may be of significance but no unicellular micro- 
organisms have been found in cancer and no agent 
can be isolated from cells in mammalian tumors. 

8. General factors. All the factors which by 
chemical or physical means increase the prolifera- 
tive energy of cells may act as causes of cancer. 
Factors within the cells make them more re- 
sponsive to external growth stimuli. In many in- 
stances there may be co-operation of several such 
factors. Some of them are transmitted through 
heredity from generation to generation, others are 
variable and extraneous but all have one character- 
istic in common: they increase the growth energy 
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of norma] tissues either directly or indirectly by 
sensitizing the tissues to the action of growth stimuli. 
M.H. Kann. 


Gordon, W.: The Factor of Fever in the Diagnosis 
of Cancer. Lancet, 1920, cxcviii, 1309. 


Fever is an uncommon accompaniment of cancer, 
but its occurrence should not be forgotten since 
thereby cancer may be overlooked and the con- 
dition considered inflammatory or the cause of the 
fever erroneously attributed to a complication. 

Three causes of fever in uncomplicated cases of 
cancer have been suggested: (1) the rapid growth 
and multiplication of cells; (2) the death and 
absorption of toxic products from the rapidly- 
growing cells of malignant tumors; and (3) haemor- 
rhage and absorption of extravasated blood. 

Cancers may be divided into three groups accord- 
ing to the fever associated with them: 

Group 1. Cancers characterized by ‘‘growth 
fever” or by “‘complication fever’. This group in- 
cludes cancer of the liver, stomach, suprarenals, 
lung and mediastinum, long bones, and, rarely, the 
breast. Fever may persist for weeks in primary 
carcinoma or sarcoma of the liver and a differential 
diagnosis of cancer and abscess may therefore be dif- 
ficult to make. Such conditions as suppurative 
cholangitis may be associated with cancer of the liver 
and are adequate causes for ‘‘complication fever’. 

Group 2. Cancers characterized by ‘‘complication 
fever” only. In this group are commonly the 
cancers of the gall-bladder, bile ducts, large intestine, 
small intestine, appendix, uterus, fallopian tubes, 
ear, and glands of the neck. In all such cases there 
is usually an associated infection which would cause 
fever. 

Group 3. Cancers not associated with fever. In 
this group are cancers of the kidney, ovary, vulva, 
testes, penis, urethra, parotid, jaw, brain, spine, 
skin, muscles, heart, and pericardium. 

The author draws attention to the fact that fever 
may bean important point in the consideration of the 
origin of hypernephroma since suprarenal tumors 
are usually associated with fever and renal tumors 
are not. G. S. Foutps. 


Bulkley, L. D.: On the Cure of Cancer. Med. Rec., 
1920, xCvii, 941. 

The author believes the cause of cancer to be a 
metabolic disturbance due to various factors, 
prominent among which are errors of diet — espe- 
cially as regards meat, coffee, and alcohol — faulty 
living, and imperfect action of some of the organs 
of the body. The condition is therefore not a strictly 
local disease which can be cured by the knife, 
caustics, the X-ray, or radium. 

Largely on the basis of laboratory studies inter- 
preted as pointing to a purely local origin of cancer, 
surgeons have striven to cure cancer simply by 
extirpating the diseased mass and the surrounding 
tissues. The very frequent return of the condition 
and the steady rise in the mortality, however, have 
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convinced many that as a cure for cancer surgery is 
a failure. There are relatively few reliable statistics 
in regard to the ultimate cure and it is admitted that 
it can never be said that the patient is free from 
the danger of a relapse. The frequency of recur- 
rences is due‘to the fact that generally nothing is 
done to remove or alter the cause which first in- 
duced the normal cells to take on and continue the 
abnormal action which resulted in the cancerous 
lesion. 

The medical history and treatment of cancer 
have only begun. The author believes that even- 
tually results comparable with those obtained in 
the treatment of tuberculosis may be obtained. 
Careful laboratory studies of the blood plasma, 
secretions, and excretions are necessary to advance 
the methods of treatment. Such studies have 
already constantly shown deviations pointing to 
metabolic derangement. 

The author has obtained good results from dietary, 
hygienic, and medicinal treatment. Proper diet is 
unquestionably of the first importance in the 
prophylaxis and cure of cancer; without it other 
measures are relatively worthless. An absolutely 
vegetarian diet is essential. Proper hygiene is also 
necessary. In the medicinal treatment the use 
of potassium salts, based on the work of Ross, has 
proved beneficial. The author gives 15 gr. of potas- 
sium acetate with tincture of nux vomica and 
extract of cascara in one-third of a glass of water 
half an hour before meals. The amount of potassium 
acetate may be much increased. 

While Bulkley is unable to present accurate 
statistics as to the mortality in cases of cancer 
treated medically. he states that it appears to be 
relatively low as compared with the acknowledged 
mortality of cancer. Undoubtedly the chance for 
cure is greatest in the early stages of the disease 
and it is at that time that the results of exclusively 
medical treatment have been most gratifying. Not 
all of the author’s cases responded equally well. A 
few patients yielded to the solicitation of others 
and underwent operation, but this was rarely done 
with the author’s consent. In fatal advanced and 
postoperative cases it was not necessary to give 
morphine. W. H. Napier. 


Holding, A. F.: Cancer Ameliorations and Cancer 
Immunity. Am.J. Roentgenol., 1920, n. s. vii, 306. 


It is the purpose of this paper to correlate the 
known facts regarding the treatment of cancer and 
urge the co-operative employment of surgery and 
radio-activity to assist nature in establishing cancer 
immunity. Since there is no specific cure for cancer 
and since surgery and radiotherapy have each been 
proved of therapeutic value, a combination of the 
two promises better results than the use of either 
alone. Radiotherapy to be efficient must be admin- 
istered in the most painstaking and scientific man- 
ner. A comprehension of how to administer the 
most heroic doses of radio-active energy with 
safety and when to administer it so that there may 
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be no procrastination interfering with surgical inter 
vention is essential. As regards the relative merits 
of radium and roentgen rays, the author gives the 


following comparative table: 


Radium 


Has more netrating rays in 
smaller volume. 

Easier to handle. 

Applicators small in size. 

Portable. 

No danger of high tension electri- 
cal shocks to patient. 

Can be used in cavities. 


Effects easily confined to small 
areas. 

Treatment takes more time—av- 
erage treatment four hours per 
area. 

Costs more. 

No deterioration unless lost. 


Roenigen Rays 


Have less penetrating rays in 
greater volume. 

Technique very exacting. 

Apparatus large and heavy. 

Practically non-portable. 

Patient must be protected from 
high tension shocks. 

Use in cavities has been aban- 
doned. 

Larger areas can be treated. 


Treatment takes less time—av- 
erage treatment five minutes 
per area. 

Costs less. 

Constant deterioration due not 





only to wear but also to the fact 
that the apparatus soon be 
comes out ef date. 

In the author’s opinion the most efficient treat- 
ment of cancer is based on: (1) the education of 
patients to the end that they will come for examina- 
tion early; (2) the maximum safe erythema dose of 
radium or X-rays on the day previous to opera- 
tion; (3) radical operation; and (4) postoperative 
prophylactic X-ray or radium treatments given 
with a careful technique. AvotpH Hartunc. 


Mayo, C. H.: Jaundice and Its Surgical Signifi- 
cance. Surg., Gynec. & Obst., 1920, Xxx, 545. 


In the consideration of jaundice the surgeon must 
have in mind the various causes and complications 
of the symptoms. 

Fifty per cent of the cases of jaundice are the 
result of gall-stones obstructing the common bile 
duct; 20 per cent are due to the absorption of bile 
from the liver, infective or catarrhal jaundice. The 
latter usually occurs in young persons and may or 
may not be accompanied by pain. 

In the majority of cases jaundice is an indication 
of serious disease. The long-standing cases are 
probably hemolytic acholuric jaundice caused by 
splenomegaly and relieved by surgery. 

In from 5 to 8 per cent of cases the jaundice is due 
to severe infection of the gall-bladder and such cases 
are usually complicated by pancreatic lymphangitis 
and pancreatitis. The ducts are enlarged and con- 
tain flocculent material and stones. 

Jaundice from cancer occurs in 15 per cent of 
cases; one-half from cancer of the liver, the other 
half from cancer of the pancreas, gall-bladder, and 
bile ducts. Short-circuiting the obstructed areas is 
of value in these cases. 

Jaundice from cirrhosis occurs in about 8 per cent 
of cases. Courvoisier’s observation appears to be 
substantiated. 

The so-called “‘ white bile” of long-standing biliary 
disease the author considers to be due to the fact 
that the power of the mucous gland to secrete the 
less absorbable mucus is greater than the power oi 
the liver to secrete bile and forces the liver with its 
low blood pressure to absorb the bile. 
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Long-continued jaundice tends to slow the coagu- 
Jation time of the blood. Coagulation may require 
from ten to twenty-five minutes. This condition 
is best treated by transfusion of acceptable human 
blood. In severe cases several transfusions are given. 

If there is marked gall-bladder disease cholecystec- 
tomy is performed with exploration of the common 
duct through the cystic duct. In extremely severe 
infection of the gall-bladder cholecystectomy should 
be performed if the patient’s condition warrants; 
otherwise cholecystostomy with or without choledo- 
chotomy. In these cases the gall-bladder is removed 
from above downward, the outer layer of the gall- 
bladder being left in its fossa. This prevents serious 
hemorrhage. Suturing such a liver adds to the 
infective condition. 

Injury of the common duct in biliary surgery is 
a cause of jaundice. This may result in intermittent 
jaundice. Early interference with the use of the 
Sullivan T-tube is imperative in these cases. 

Gall-bladder disease is a frequent precursor of 
pancreatitis. In such cases the gall-bladder should 
be removed and drainage of the common duct 
should be established. If the gall-bladder is dis- 
tended cholecystoduodenostomy is the operation 
indicated. 

In late operations when the common duct has 
been injured during a previous operation the pro- 
cedure for repair is extremely difficult. The end of 
the hepatic duct should be joined to the duodenum 
or the prepyloric region of the stomach, whichever 
is most accessible. The maintenance of this union 
is facilitated by the use of a tube devised by the 
author. 

Jaundice is a later symptom of gall-stones in the 
majority of cases and increases the mortality. 

In 2,400 operations during a three-year period 
the mortality of cholecystectomy was 1.8 per cent. 
The mortality increase depends on the severity of 
the condition and the amount of surgery performed. 
In 337 operations for cholecystectomy and choledo- 
chotomy performed during the same period the 
mortality was 3.2 per cent. In most serious cases 
of obstruction with malignancy the mortality was 
16 per cent. J. A. H. Macon, Jr. 


De Forest, H. P.: Raynaud’s Disease; A Clinical 
Study of 17 Original Cases. J. Med. Soc. N. 
Jersey, 1920, xvii, 181. 

The author gives a very interesting biography of 
Auguste Maurice Raynaud to whom the medical 
profession is indebted for the best treatise ever 
written on the condition known as Raynaud’s 
disease. 

In his thesis, which was published in 1862, 
Raynaud describes the disease as follows: 

‘I propose to show that there exists a variety of 
dry gangrene affecting the extremities which is im- 
possible to explain upon the basis of vascular 
obliteration; a variety characterized especially by a 
remarkable tendency to symmetry since it always 
affects similar portions of the body, the two upper 
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extremities, the two lower extremities, or all four at 
the same time. In certain instances the nose and 
the ears are also affected. I shall seek to prove that 
this kind of gangrene has as its cause a disturbance of 
the innervation of the capillary blood vessels. ’’ 

Isolated cases of Raynaud’s disease were reported 
as early as 1676, but no attempt was made to explain 
the cause of the condition and the reports were 
looked upon merely as the records of curious and 
exceptional cases rather than as reports of scientific 
value. 

Raynaud’s disease is a vascular disorder dependent 
upon vasomotor influences and characterized by 
three grades of intensity: (1) local syncope; (2) 
local asphyxia; and (3) local or symmetrical gangrene. 

The first of the three characteristic stages, local 
syncope, cannot be regarded as a disease of itself 
as long as it amounts to nothing more than the 
familiar ‘‘dead fingers.’”’ The most characteristic 
feature of local syncope is the corpse-like pallor of 
the symmetrically affected parts. The color is usual- 
ly like that of wax or tallow, but in rare cases is 
snow-white and occasionally of a yellow tinge sug- 
gesting the co-existence of a mild type of jaundice. 

Local asphyxia, which is usually the second stage, 
is sometimes the first manifestation of the disease 
noted by the patient. The vasomotor constriction 
of the arteries relaxes but that of the veins persists. 
The resulting accumulation of partially oxidized 
blood in the capillaries produces an appearance of 
asphyxia which usually deepens in intensity toward 
the distal extremity of the affected parts. The 
actual tint may be bluish white, dusky blue, slate 
color, dark blue, black, violet or bluish red, or red 
with almost no admixture of blue. The violet color 
may become replaced by black if the attack con- 
tinues or if gangrene supervenes. 

In the third stage, symmetrical gangrene, the 
parts are first deprived of blood by an arterial spasm. 
This relaxes, but the venous spasm persists. The 
blood which remains in the affected parts is partially 
oxidized at first but by reason of its inability to 
escape becomes more and more incapable of supply- 
ing the tissues with the oxygen necessary to main- 
tain their continued vitality. True gangrene then 
ensues. The gangrenous areas are usually symmetri- 
cal. Asa rule the gangrene is superficial in character 
and the sloughs which sometimes occur may retain 
the natural form and appearance of the fingers, toes, 
or other parts affected. Even the nails have been 
reproduced without tissue defects. If a deeper 
gangrene occurs the slough is more extensive and a 
loss of portions of the body may result. 

Thus far there have been no synonyms suggested 
for Raynaud’s disease as a whole, but various names 
have been used to describe the different morbid 
conditions. Thus the terms digitus mortuus, doigt 
mort, todter Finger, local anamia, and regional 
ischaemia have been applied to the local syncopc, 
and the local asphyxia has been described as local 
apnoea, local cyanosis, regional rubor, acroneurosis, 
acrocyanosis, acro-asphyxia, and vasomotor ataxia. 
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The climax of the disease is symmetrical gangrene. 
Raynaud considered this one of its characteristic 
features. 

The author studied 17 cases, 7 those of males and 
10 those of females. Eight of the patients were born 
in Germany or were of German parentage, 4 were of 
English descent, and 5 were Americans by birth and 
by descent for at least three generations but came 
from English stock originally. So far as could be 
ascertained there was no admixture of the Scandi- 
navian or Latin races in the ancestry in any of the 
cases observed. 

At least 5 of the patients, 4 men and rt woman, were 
engaged in occupations in which various metallic 
substances, particularly copper, were used more or 
less constantly. In the author’s opinion it is possible 
that finely divided copper inhaled in small quantities 
for a considerable length of time may have an effect 
in the causation of a peripheral neuritis of the vaso- 
motor or trophic nerves similar to that of lead. 

It is evident that the disease is due primarily to 
some form of toxamia, such as that resulting from 
epidemic influenza, intestinal disorders, etc. Pre- 
disposing factors are a neuropathic heredity and 
conditions which impoverish the blood. The 
most common exciting cause is exposure to cold. 

Little is known of the pathology of Raynaud’s 
disease. Few autopsies have been recorded and in 
those which have been reported no pathognomonic 
lesions were found. 

There should be no difficulty in making a diagnosis 
of uncomplicated Raynaud’s disease if the clinical 
picture of the three classical symptoms is kept in 
mind. The cases reported by the author and by 
others, however, emphasize the fact that the disease 
frequently precedes some other condition by which it 
may be overshadowed. In other cases the sym- 
metrical symptoms may be coincident with those of 
some other malady and not infrequently may develop 
in the course and progress of some disease, the 
nature of whichis already clearly established. Among 
the conditions to be considered in attempting a 
diflerentiation are syphilis, malaria, erythromelalgia, 
thromboangcitis obliterans of Buerger, and diabetes. 

In the treatment of Raynaud’s disease the affected 
parts must be protected against sudden changes in 
temperature. As a nerve tonic the author gives a 
teaspoonful of the standard U. S. P. elixir of iron, 
quinine, and strychnine in a wine-glass of water 
fifteen minutes before each meal. Children may 
be given the elixir of nux vomica and calumba. To 
either one of these bitter tonics it is advisable to add 
1/100gr. of nitroglycerin to each dose. This acts as a 
vasomotor dilator. Nitrite of soda in 3 or 5 gr. 
capsules may be prescribed for the same purpose if 
desired. 

Most patients with Raynaud’s disease are anemic 
and should be given iron. 

Nutritious and easily digested food is essential. 
For an adult at least 3,000 calories are necessary. 
A definite increase in weight of 1 or 2 lb. a week is 
desirable. 
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The use of the faradic current is not contra- 
indicated and in some instances may have a certain 
psychic value. Malaria, syphilis, or any other dis- 
ease which may be associated with Raynaud's 
disease should be treated at the same time. 

G. W. Hocrrein. 


BLOOD 


Hamilton, H. C.: Hzemostatic Agents. J. Luh. & 
Clin. Med., 1920, Vv, 574. 


The prompt clotting of blood under normal 
conditions is due apparently to the fact that the 
action of antithrombin, which maintains the fluidity 
in the vessels. is arrested by the flu'ds exud ng from 
the lacerated tissues. Thrombin changes the 
fibrinogen of the blood into an insoluble gelatinous 
mass called fibrin. The formed elements of the blood 
become enmeshed in the fibrin and a clot results. 
Thrombin as such is not. present in the blood but 
is derived from a mother substance called prothrom- 
bin which is changed to thrombin in shed blood by 
the thrombokinase derived from the blood platelets 
and the lacerated tissues Occasionally a shortening 
of the coagulation time is desirable and even vital. 
To obtain this two substances may be used, 
namely, thrombokinase and a substance to neu- 
tralize the antithrombin action. 

A hemos atic agent should have kinetic power 
supplied by an active thrombokinase; it should 
contain prothrombin in case this constituent is 
deficient, and should have a substance to minimize 
the action of the antithromb’n and permit the 
formation of the thrombin. Hemostatic serum is 
an agent of the type described. 

The author describes a method whereby coagu- 
lants may be standardized by a biological test. 
The results of this potency test are conclusive as 
the action of the agent on the test animal is identical 
with its action in clinical practice. 

SAMUEL KAHN. 


Pemberton, J. DeJ.: Practical Considerations of 
the Dangers Associated with Blood Transfu - 
sions. J. Jowa State M. Soc., 1920, x, 170. 


The principal dangers associated with blood trans 
fusion fall into four classes: 
1. Embolism. 
a. Air. 
b. Blood clots. 

2. Cardiac and vascular complications. 
a. Acute dilatation of the heart. 
b. Myocardial changes. 
c. Arteriosclerosis. 
d. Suspected cardiac lesions. 

3. Infection. 

4. Agglutination or haemolysis of the donor's 
corpuscles. 

The danger of introducing air into the circulation 
in sufficient quantity to exert an ill effect, as in ex- 
tensive operations on the neck, may now be easil\ 
avoided by the simple citrate method of blood trans- 
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fusion since air in the circulatory system is danger- 
ous only when it is present in large quantities. 
The small-caliber needle and low column of blood 
absolutely prevent the introduction of blood clots. 

Acute dilatation of the heart demands constant 
recognition. For the aged with arteriosclerosis, for 
the anemic with myocardial impairment, and for 
patients suspected to have cardiac lesions the 
procedure must be slow and the quantity of blood 
limited. 

There should be wider recognition of the pos- 
sibility of disease transmission by blood transfusion. 
Syphilis is the disease most apt to be transmitted 
in this manner. The Wassermann test is not infalli- 
ble since it may be negative in 35 per cent of 
the cases of late lues and is always negative in the 
first few days of the primary lesion. The indication 
for transfusion must be urgent to offset the chances 
in using a professional donor. A donor not belong- 
ing to the patient’s family should have not only a 
negative Wassermann test but also an examination 
negative for syphilis, the tests being made by a 
competent syphilologist. Unless such a donor can 
be had, supportive measures should be employed 
such as rest, fresh air, nourishing food, and tonics 
of iron and arsenic. 

The chief immediate danger in blood transfusion 
is the introduction of incompatible blood and the 
consequent agglutination of the donor’s corpuscles. 
This is detected from haemoglobinuria, increased 
urobilin, and phagocytosis of the red cells: In 
1,032 blood transfusions at the Mayo Clinic severe 
reactions occurred in 12 cases. In 9 cases in which 
it was possible to regroup the bloods of the donor and 
patient an error (usually clerical) was found in 
the initial blood test. 

The onset of the reaction is early in the trans- 
fusion, after the introduction of from 50 to 100 ccm. 
of blood. In order of their development the symp- 
toms are tingling pains shooting over the body, full- 
ness in the head, an oppressive feeling about the 
precordium, excruciating pain in the lumbar region, 
redness of the face, cyanosis, labored respiration, and 
slow pulse rate varying sometimes from 20 to 30 
heats per minute. The patient may lose conscious- 
ness for a few moments. Urticarial eruption of the 
lace or whole body appeared with these symptoms 
in half the cases reported. Later the pulse becomes 
rapid and thready, the skin cold and clammy. 
In from one-fourth to one-half hour there is a chill 
followed by fever of 103 to 105 degrees and pos- 
sibly by delirium. Jaundice may appear later. 
Gross hemoglobinuria is almost constant. Usually 
the introduction of only 50 to 100 ccm. of incompat- 
ible blood is not fatal, but following the injection 
ol 500 ccm. or more fatal results are to be ex- 
pected. 

Blood tests and groupings accurately performed 
preliminary to transfusion prevent accidents due 
to incompatibility of blood. Of 2,500 transfusions 
in the Clinic with properly tested blood there has 
not been a single group reaction. The danger of 
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giving incompatible blood can be avoided by using 
blood from a Group IV patient as the corpuscles of 
this g-oup of donois are not agglutinated by the 
serum of any others. G. E. Sutton. 


Sehrt, E.: Artificial Ischzemia (Ueber kuenstliche 
Blutleere). Arch. f. klin. Chir., 1920, cxiii, 428. 
Artificial ischemia may be induced with the Sehrt 
clamp. Before the clamp is applied the limb is sus- 
pended vertically, the blood massaged out of it, 
a bandage is applied to a point above that at which 
the clamp is to be applied, and a sterile towel is 
wrapped around the limb. The advantage of the 
Sehrt clamp over the Esmarch bandage is that 
during the operation the former may be released 
and tightened at will and asepsis is not endangered. 
The clamp may be applied even before the clothing 
has been removed from the limb. RAgscHKE (Z). 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Loeb, L.: A Comparative Study of the Mechanism 
of Wound Healing. J. Med. Research, 1920, xli, 247. 


On the basis of earlier studies on wound healing 
and of later comparative and quantitative studies 
made by Addison, Spain, Akaiwa, and the author 
in the course of the last ten years, the investigation 
herein reported was undertaken to separate the 
various factors concerned in wound healing and to 
analyze each one separately. Wound healing is a 
composite process in which activities of various 
kinds showing definite quantitative variations 
interact with each other. 

Quantitative differences in the process having 
been noted in each species, the data thus obtained 
were compared in order to separate the essential 
factors underlying the process from varying con- 
ditions of a more accidental nature. While at 
present the analysis is still far from complete, a 
survey of the findings, Loeb believes, will give 
a provisional orientation which may serve as the 
starting point for further investigations. The 
experiments and their results are summarized as 
follows: 

In response to the wound stimulus changes con- 
sisting of amoeboid cell movements, mitotic cel] 
multiplication, and an iucrease in the cell size, the 
thickness of the stratum germinativum, the number 
of cell rows, and the number of cells occurred in the 
epidermis. All these variables, with the exception of 
the aumber of cells, were studied quantitatively 
under diiferent conditions as regards the depth and 
size of wounds and compared in different species. 
The curves which represented the changes in all 
of them were profoundly influenced by the closure of 
the wound. This was the case in wound healing 
toward which cell activities tended and which was 
the turning point in the various curves. 

The amceboid movements of the epidermis seemed 
to take place steadily until closure was reached. 
The two plates of epidermis, coming from opposite 
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sides and meeting, exerted] upon each other a press- 
ure which varied in strength under different condi- 
tions. On the whole, the amoeboid movement was 
continuous throughout the different periods of 
wound healing or sometimes showed a gradual slight 
decrease. 

Movements of the epithelium did not seem to be 
limited to cells adjoining the wound, but appeared 
to extend from farther back toward the center of 
the defect; a movement of cell rows from the old 
epithelium toward the center of the defect seemed to 
coatinue until the period directly following wound 
closure. 

The wound exerted a cumulative efiect on all the 
variables except amoeboid movement; in particular, 
therefore. on those depending on cell multiplication 
and increase in size of the cell and nucleus. At the 
same time, however, the effect of the wound de- 
creased with increasing distance from the constantly 
shifting border of the defect. Lastly, the condition of 
the ‘soil,’ vascularization, and proliferation of the 
connective tissue were of importance. These three 
factors in combination explained the variations 
which were found during the course of wound 
healing 

All of the variables mentioned with the exception 
of the amoeboid movements were at their maximum 
at about the time of the closure of the wound — 
cither just preceding this time (in the old epithelium) 
or at or directly following the closure (in the center 
of the defect). After this period a decline took place 
which varied somewhat in the different variables. 

The curves representing the changes in cell 
size and the number of cells in different areas of the 
wound were more flat and similar to each other than 
those for other variables. This was true in several 
series of experiments. As far as the cell size was con- 
cerned, it was true also as regards the curves for the 
different species of animals. The wound healing 
appeared to tend toward the production of a def- 
inite, and as far as possible, an equal number of 
cells throughout the different periods of wound 
healing and at the different areas of the wound. 
Moreover. as estab'ished by Akaiwa, it seemed as if 
all the other activities were subordinated to this 
tendency 

Increasing length and depth of the wound within 
the ranges examined increased all the activities of 
the tissues. Increasing length of the wound increased 
directly the rapidity of amoeboid movement. The 
greater the size of the defect as compared with the 
circumference of living epithelium, the more rapid 
was the amoeboid movement. The contraction of 
the wound was also more marked in larger wounds, 
but was a later manifestation than epidermal 
amceboid movements. 

The significance of contraction varied in different 
species. The greater contraction and the more rapid 
amoeboid movements sometimes led to a more rapid 
closure of the larger wounds in certain species. In 
species in which, as in the rat, contraction played a 
more subordinate réle, the closure took place earlier 
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in the smaller than in the larger wounds. All this 
applied to the range of sizes of wounds examined. 
Shallow wounds closed more rapidly than deeper 
wounds. 

The length and depth of wounds influenced also 
the other variables which depended upon cell 
multiplication and changes in cell size. To a great 
extent this effect was indirect, depending mainly on 
the time of closure. The later the closure, the greater 
the increase in these variables, the higher the 
maximum. Possibly, however, a direct effect was 
exerted on these variables in addition by the size and 
depth of the wounds, the larger and deeper wounds 
having a greater effect than the more shallow and 
smaller wounds. 

All the activities of the epidermis during wound 
healing, the amceboid cell movements as well as the 
production of living tissue, showed an intensity 
which on the whole was parallel to the energy. dis- 
played by the tissue in the normal state. However, 
in some species the wound stimulus sometimes led to 
a greater use of reserve energy than in others. The 
maximal as well as average increase in the size of the 
cells and nuclei during wound healing, if expressed 
in per cent of the normal figures, was very similar in 
all the species. The ratio between the size of the 
cells and nuclei, however, was characteristic for each 
species. On the whole it was maintained in wound 
healing as well as in the normal tissue, although 
there was some shifting. 

The so-called physiological regeneration of tissues 
was not a regenerative process, but the expression of 
a primary inherited tendency to multiply, inherent 
in certain tissues and characteristic for each species. 
This primary tendency to grow and multiply 
determined, on the one hand, the intensity of cell 
multiplication and desquamation, and on the other, 
the normal structure of the tissue. 

An attempt was made by the author theoretical 
ly to explain the various phenomena measured 
during wound healing. The reactions seen were 
considered essentially as reactions of cells toward 
foreign bodies. The phenomena observed in amoebo- 
cytes were taken as the prototype of these changes. 
Surface changes in cells leading to phenomena of 
agglutination occurred in response to these stimuli. 
Ameeboid movements, as well as cell multiplication, 
were caused by the same environmental changes. 
Association of stereotropism and a tendency toward 
centrifugal growth explained the extension of tis 
sues, both reactions taking place in response to the 
same stimulus. The centrifugal movements resulted 
sometimes if the cells moved constantly in the di- 
rection toward a change in electrical potential. 
Ameceboid movements, phagocytosis, and the forma 
tion of foreign-body giant cells represented different 
manifestat:ons and degrees of the same reaction. 

Intense degrees of stimulation sometimes led to 
pathologic reactions such as agglutination of cells on 
the one hand and amitotic division of nuclei on th: 
other, the latter taking the place of mitotic division 
of cells which occurred under normal conditions 
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Such a combination of syncytial formation with in- 
tense migration and amitotic division of nuclei 
leading to the production of plasmodia was found 
also in certain other cases in which the stimulus was 
of a different character (chorionic wander cells). 

G. E. Bemsy. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Berry, F. B.: The Regeneration of Smooth Muscle 
Cells. J. Med. Research, 1920, xli, 365. 


This study was begun by the author following the 
receipt of a uterus, into the wall of which a curette 
had been thrust four days previously. 

Gross specimen. Boggy uterus measuring 6.5 by 
5.5 by 5cm. The endometrium was bloody. On one 
side was a low, flat projection into the uterine 
cavity which on section was found to run out into the 
wall as a dark wedge of hemorrhage. It was in the 
shape of a cone or pyramid the base of which was 
formed by the flat area and the apex of which was 
about 0.6 cm. from the peritoneal surface. No 
tumor was found. 

Histological examination. Acute endometritis 
with hemorrhage and fibrin both on the surface and 
penetrating well down in to the myometrium. 
Necrosis of muscle fibers surrounded by early 
granulation tissue and active young muscle cells — 
large and basophilic — in which numerous mitotic 
figures, both monasters and diasters, could be seen. 
That these were muscle cells was evident from their 
location and arrangement and the type of fibrils as 
demonstrated by Mallory’s phosphotungstic acid- 
hematoxylin stain. This condition of activity ex- 
tended on all sides some little distance from the site 
of injury. 

So far as the author has been able to ascertain, 
this is the only case on record in which unquestion- 
able regeneration of smooth muscle in the human 
body, or any attempt thereat, has been noted. A 
case reported by Busachi, he states, is open to 
doubt as it seems possible, because of the poor 
development of histologic technique at the time, that 
smooth muscle and connective tissue cells were 
confused. 

In order to determine whether this activity on the 
part of smooth muscle was of constant occurrence, 
two investigations were undertaken. In the first, two 
rabbits and three guinea-pigs were employed. Lap- 
arotomies were performed, the uterus incised, and 
the wound carefully closed under aseptic conditions. 
In from two to five days the uterus was removed and 
immediately fixed in Zenker’s fluid. Paraffin sec- 
tions were then cut and stained with Mallory’s eosin- 
methylene blue and phosphotungstic acid hematoxy- 
lin. In every instance the results obtained were 
practically identical with those observed in the 
human uterus examined. There was first the 
immediate reaction to the injury, with necrosis of 
fibers, haemorrhage, fibrin, and exudation of a 
relatively few polymorphonuclear leucocytes. About 
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this area of inflammation was the zone of repair 
containing young fibroblasts and leiomyoblasts, 
many mitotic figures being present in the latter, 
more even than in the former. In these and sub- 
sequent experiments smooth muscle and connective 
tissue cells were differentiated by their location 
and arrangement and also by the type of fibril for- 
mation. 

In the second series of investigations the stomachs 
of two rabbits were incised and traumatized with 
forceps in two widely separated areas. Paraftin and 
celloidin sections were then made of specimens ob- 
tained at four- and six-day intervals and fixed in 
Zenker’s fluid. The study of the incised wounds 
disclosed a picture similar to that seen in the study 
of the uterus but somewhat more complicated in 
detail. 

In summarizing this work the author first points 
out that present ideas concerning the regenerative 
powers of smooth muscle are indefinite and too 
conservative. Although different investigators have 
found mitotic activity following injury, the con- 
sensus of opinion at present is that, while there may 
be true regeneration in cold-blooded animals, in the 
higher vertebrates and man such regeneration is 
insignificant. 

This belief, it seems to the author, is based upon a 
misconception and confusion in the definition of 
regeneration. To regenerate means to gencrate 
again or produce anew. This is exactly what smooth 
muscle cells do in their response to injury. Following 
injury sufficient to cause necrosis there is active 
regeneration of smooth muscle cells both in man and 
other warm-blooded animals. Here, in the islands of 
regeneration, new stroma is apparently formed 
under the stimulus of the epithelium just as is the 
cases in an epithelial tumor. While only the fibro- 
blast and its derivative, the osteoblast, working with 
vascular endothelium can produce new tissue, the 
meaning of regeneration as applied to smooth 
muscle cells was expanded so as to include and 
require not merely the power of reproduction but 
growth by extension with the ability to penetrate 
and replace scar tissue and the formation of new 
muscle tissue with its own stroma as well. No tissue 
cells except those of tumors have this ability. 

In the author’s experiments the scar itself, as in 
almost every kind of reaction to injury, consisted of 
vascu arized fibrous tissue, but closely abutting on 
both sides was active proliferation of the muscle by 
mitotic division. As healing became complete, the 
scar contracted and thus stretched and approximated 
the newly formed muscle fibers from what may be 
called the ‘“pseudo-callus” on either side of the 
lesion. In this way it tended to fill in the gap 
left by the injury. 

The importance from a surgical standpoint of 
close and accurate approximation of the edges of a 
wound through smooth muscle tissue, therefore, is at 
once apparent for it is only in this manner that a 
maximum of new muscle and a minimum of scar can 
be assured. G. E. Betsy. 
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Teale, F. H., and Bach, E.: The Factors Leading to 
the Removal of Bacteria from the Peripheral 
Circulation and Phagocytosis. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Pathol., 77. 

In previous experiments Teale and Embleton 
found that bacteria inoculated into the circulation 
rapidly disappeared from the peripheral circulation 
and could then be demonstrated only in internal 
organs such as the lung, liver, and spleen, and in the 
marrow. 

The removal of bacteria was then investigated 
by Teale and Bach in a series of 47 experiments 
upon rabbits. The results of these experiments are 
summarized as follows: 

All forms of bacteria were rapidly removed from 
the circulating blood and collected in the capillaries 
of the liver, spleen, lung, etc. This removal oc- 
curred with pathogenic, virulent, or non-pathogenic 
bacteria and was not caused by the action of anti- 
bodies acting as agglutinins or opsonins. The 
process was purely physical and due to the fact 
that the bacteria, being foreign particles, caused the 
formation of an incipient clot in which they became 
entangled. The aggregation and phagocytosis were 
greatly delayed by anticoagulants. 

Phagocytosis by the fixed tissue cells and leuco- 
cytes was the same with pathogenic and non- 
pathogenic bacteria. 

Antisera did not cause the removal of bacteria in 
secondary bacteriamia by virtue of agglutinins, 
etc. as they were not foreign sera. The same result 
was obtained by the inoculation of other bacteria. 
The free bacteria in bacteriamia became entangled 
in the masses of clot formed and were attacked by 
the phagocytes with the other bacteria inoculated. 

G. FE. BeiLsy. 


Loeb, L.: On Differences in the Results of Various 
Kinds of Syngenesioplastic Transplantations 
in Dependence upon the Relationship Between 
Donor and Host. J. Med. Research, 1920, xli, 
304. 


In a former communication Loeb analyzed the 
mode of inheritance of individuality-differentials by 
means of syngenesioplastic transplantations in the 


rat. Inasecond paper he discussed the character 
of the reactions on the part of the host which took 
place after syngenesiotransplantation. In the course 
of these experiments he found some indications that 
the results of the transplantations might vary ac- 
cording to the relationship between the host and 
the donor. He therefore decided to test the influ- 
ence of the differences in relationships between host 
and donor on the outcome of syngenesiotransplan- 
tations. 

Three series of experiments were carried out. In 
the first, the hosts and donors were brothers or 
sisters; in the second, the mother was the host and 
the child the donor; and in the third, the child was 
the host and the mother the donor. As in’ the 
earlier work, the thyroid glands of guinea pigs were 
used. 
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Among the group of syngenesiotransplantations 
definite differences were found in the strength of 
syngenesiotoxins which developed after  trans- 
plantation. The toxins were strongest after trans- 
plantation from child to mother and weakest after 
transplantation into brother or sister. In trans 
plantation from mother to child they seemed to 
have an intermediate position, but to be nearer the 
character of the syngenesiotoxins which developed 
after transplantation into brother. The toxins 
which developed after transplantation were com 
parable to a spectrum at one end of which were the 
homoiotoxins and at the other an absence of toxins 
after autotransplantation, the various lengths of 
syngenesiotoxins forming the center. 

The behavior of lymphocytes, fibroblasts, and 
vessels toward the syngenesiotoxins represented a 
reaction on the part of different tissues to the same 
kind of chemical agency. However, the reaction of 
the fibroblasts and vessels occurred only when the 
syngenesiotoxins were produced in such a quantity 
that the effect became apparent within the first 
twelve days after transplantation, while the reaction 
of the lymphocytes sometimes became marked at a 
late date in cases in which at an early period after 
transplantation the syngenesiotoxins were not yet 
sufliciently strong to call forth the fibroblast and 
vascular reaction. With certain exceptions which 
were indicated in this paper, both reactions ran a 
parallel course. It appeared probable that with the 
progress of time the syngenesiotoxins collected in 
increasing strength within the transplanted or 
neighboring tissue and thus brought about the 
delayed reaction. 

Preliminary results obtained in multiple syngen- 
esioplastic transplantations indicated that the 
syngenesio- and homoiotoxins were of a. complex 
character and that a further analysis of the syn- 
genesiotoxins and homoiotoxins might be accom- 
plished by cross transplantations. 

From the agreement between the results obtained 
previously by syngenesiotransplantation into the 
rat and the results of these experiments on the 
guinea pig it appears probable that the findings have 
a general application and also that they are of 
practical significance inasmuch as they seemed to 
indicate the superiority of brother or sister over 
child and probably also mother as the donors of the 
tissue. G. FE. Bemsy. 


Brown, W. H., and Pearce, L.: Experimental 
Syphilis in the Rabbit. II. Primary Infection 
in the Scrotum. Part1. Reaction to Infection. 
Part 2. Scrotal Lesions and the Character of 
the Scrotal Infection. J. Exper. M., 1920, xxxi. 
709, 720. 

In general, the reaction in the scrotum to inccu- 
lations with treponema pallidum became apparent 
in from seven to fourteen days after the inocula- 
tion but was subject to considerable variation. The 
early reaction took the form of an oedematous 
swelling and congestion associated with a new 
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growth of vessels or an infiltration with more or less 
proliferation of fixed tissue cells. These reactions 
were either confined to a small circumscribed area 
of the scrotum or were of a diffusely spreading 
character. As the infection advanced the infiltra- 
tion, proliferation, and secondary changes such as 
exfoliation, necrosis, and ulceration, became the 
most conspicuous features. 

The course of the reaction in the scrotum was 
essentially the same as that in the testicle; it was 
periodic in character and marked by a phase of 
active progression followed by quiescence or by 
regression and renewed activity. 

The scrotal reaction resembled that in the testicle 
also in its varying character. Sometimes it ap- 
peared first as a circumscribed focus of reaction 
which later became diffuse, and at others as a 
diffuse reaction which subsequently became more 
localized. 

The lesions produced as a result of this reaction 
were of two general types, one a circumscribed indu- 
rated granulomatous lesion closely resembling the 
chancre in man, the other a diffuse infiltration more 
analogous to the secondary skin lesions of man. 
Both groups presented marked individual variations 
and possessed no fixed status, being subject to fre- 
quent and decided transformations. After a period 
varying from a few weeks to many months the 
scrotal lesions disappeared. G. FE. Beinsy. 


Wislocki, G. B., and O’Conor, V. J.: Experimental 
Observations upon the Ureters, with Especial 
Reference to Peristalsis and Antiperistalsis. 
Bull. Johns Hopkins Hosp., 1920, xxxi, 197. 


The authors studied the behavior of the ureter in 
living dogs and rabbits under various experimental 
conditions. 

After partial ligation of the ureter its lumen in- 
creased in diameter and its musculature hyper- 
trophied. When a partially ligated ureter was ex- 
amined several weeks or months after operation 
spontaneous peristalsis and frequently anti-peris- 
talsis were found. The peristaltic waves were always 
more vigorous and occasionally more frequent than 
those seen in the normal ureter. Vigorous antiperi- 
staltic waves, if not already present, were elicited by 
pinching. The application of a crystal of barium 
chloride to the surface of the dilated ureter caused 
the formation of a constriction ring from which 
peristaltic waves proceeded in both directions. The 
ureter below the partial ligature exhibited normal 
spontaneous peristaltic contractions. 

The lumen of the completely ligated ureter was 
somewhat larger than that of the ureter which was 
only partially ligated and the musculature was also 
hypertrophied. The completely ligated ureter sel- 
dom showed any spontaneous peristaltic movements 
and usually did not react to stimuli. When part of 
the contained fluid was released, however, violent 
peristaltic and antiperistaltic’ movements began. 
These movements were in no way distinguishable 
from those observed in the partially ligated ureter. 
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Bands of muscle from both partially and com- 
pletely ligated ureters contracted vigorously when 
suspended in warm, oxygenated Locke’s solution. 

Beads of small caliber were propelled down the 
ureter of the dog without any difficulty by a series 
of peristaltic waves and finally expelled into the 
bladder, no trace of their presence being left in the 
ureter. Beads of somewhat larger diameter required 
a longer period to traverse the ureter and stimu- 
lated the ureteral musculature to prolonged peris- 
taltic exertion before they were expelled. None of 
the beads obstructed the passage of peristaltic waves 
from the pelvis to the bladder. As a result of the 
passage of several such beads the ureteral wall 
became slightly hypertrophied. 

Finally beads were employed which became 
lodged in the lumen of the ureter, usually near the 
renal pelvis or in the intramural segment. These 
caused moderate dilatation and hypertrophy of the 
ureteral wall above the point of obstruction. 
Vigorous peristaltic waves came down the hyper- 
trophied ureter from the renal pelvis but invariably 
stopped at the bead. Below the bead other peristaltic 
waves began and proceeded toward the bladder. 
Antiperistaltic waves were not observed to arise 
spontaneously at the point of obstruction but were 
readily called forth by gently pinching the ureter 
just above the bead. 

When moderate retention was produced in a rab- 
bit’s bladder with good muscle tone the ureterovesi- 
cal sphincter was occasionally prevented from clos- 
ing as it does normally after each gush of urine from 
the ureter and the intravesical pressure projected a 
column of fluid into the ureters. In an animal with 
quiescent ureters this influx was difficult to produce. 
When ureteral peristalsis was stimulated by the 
injection of barium chloride, however, the bladder 
content was nearly always regurgitated if a moderate 
degree of intravesical pressure was present. It was 
very apparent that observations upon cadavers and 
excised organs were practically valueless in the study 
of regurgitation as in such cases the bladder and the 
ureters lack tone and peristalsis, which are essential 
for regurgitation. 

The authors observed the behavior of a ureter 
in four normal dogs when a catheter was inserted 
through the ureteral orifice. The results were quite 
uniform. Normal peristaltic waves were observed 
passing down the ureter at regular intervals but the 
majority of them appeared to subside on reaching 
the tip of the catheter and failed to reach the blad- 
der. Reversed peristaltic waves did not originate 
in the wall of the ureter at the tip of the catheter 
even when the tip of the catheter was purposely 
twisted and moved vigorously upward and down- 
ward. Finally, Locke’s solution and sodium bro- 
mide were allowed to enter the ureter by gravity 
through the catheter. The response of the ureter 
was the same in all four dogs. The peristaltic waves 
traveling down the ureter immediately became 
stronger and more vigorous. When the injection 
was stopped the fluid was gradually expelled and 
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peristaltic activity subsided, but if the injection 
pressure was increased, the ureter became distended 


and peristalsis ceased entirely. Reversed peristaltic 
movements were never observed during these 
injections. G. E. Betsy. 


Abel, J. J.,. and Nagayama, T.: On the Presence of 
Histamine in Extracts of the Posterior Lobe 
of the Pituitary Gland and on Preliminary 
Experiments with the Pressor Constituent. 
J. Pharmacol. & Exper. Therap., 1920, xv, 347. 


Infundibular extracts carefully made from fresh 
glands (long boiling or long exposure to acids 
having been avoided in the preparation) contain a 
small but readily detectable amount of histamine. 
Extracts used in therapeutics contain larger 
quantities of this amine. In eighty 1 ccm. phials of 
one of the more powerful commercial extracts it was 
estimated that nearly 2 mgm. of histamine were 
present. A 1 ccm. phial contains, therefore, about 
o.c25 mgm. of the powerful base. 

The presence of histamine depends upon the 
method of preparing the extract, the degree of its 
acidity, the time that ha; elapsed since it was made, 
and the method of sterilization employed. 

Brief treatment of freshly prepared infundi’ular 
extracts with hydrochloric acid on the water bath, or 
boiling such extracts at the reflux condenser with 
low concentrations of this acid — 0. 5 per cent HCI— 
for half an hour completely destroys the power of the 
extract to increase the blood pressure and causes a 
marked increase in the amount of free histamine. 

Extracts which have been subjected to treatment 
with acid always cause a pronounced fall in the 
arterial pressure instead of the rise usually induced 
by normal or untreated extracts. The fall in the 
blood pressure is due to two substances: B, a 
histamine-like substance, which gives the Pauly but 
not the biuret reaction and is soluble in alcohol but 
not in chloroform; and C, histamine. 

The power of infundibular extracts to stimulate 
plain muscle, however, is not completely destroyed 
by treatment with hydrochloric acid. Tests on the 
guinea pig’s uterus showed that about 20 per cent of 
this power is retained. The residual oxytoxic 
activity also is due to the presence of the substances 
named B and C. These two substances are con- 
cerned in this residual action on the uterus in the 
same ratio as in the action which lowers blood 
pressure, i.e., approximately in the proportion of 
4il. 

Histamine and the substance resembling it are 
apparently not specific constituents of the infundib- 
ulum. They appear together in animal extracts of 
all kinds and are easily obtained by hydrolyzing 
proteoses. They varied in amount in the different 
animal extracts and preparations studied. It appears, 
however, that infundibular extracts are especially 
apt to break down and to yield no inconsiderable 
amount of histamine. 

The authors report their preliminary observations 
of the constituent of the infundibulum which raises 
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the blood pressure and describe highly active pressor 
salts which in their action on the uterus are many 
times more powerful than histamine. The action of 
hydrochloric acid on these pressor and oxytoxi 
derivatives appears to be similar to that observed 
when pituitary extracts are treated with acid. 
From their observations the authors conclude 
that the infundibulum contains but one active 
specific substance or hormone and that this sub 
stance not only causes a rise in the blood pressure 
but also stimulates plain muscle. SAMUEL Kann. 


Loeb, L.: Heterotransplantation of the Thyroid 
Gland. J. Exper. M., 1920, xxxi, 765. 

In previous experiments the heterotransplanta- 
tion of the skin of the guinea pig and of the pigeon 
was studied by the author. At that time he thought 
it desirable to perform additional experiments in 
which glandular tissues, free from bacteria, would 
be used instead of skin which is exposed to bacterial 
contamination. In this article he reports experi- 
ments on the heterotransplantation of the thyroid 
in mammals. 

The purpose of these investigations was twofold. 
It was desired first to find the cause of failure in 
heterotransplantation, and second, to use hetero- 
transplantation as an additional method by which 
to analyze the laws underlying the reactions of 
various kinds of tissues toward each other. 

The results of these experiments are summarize« 
as follows: ‘ 

After transplantation of the thyroid of the guinea 
pig into rats there was a primary injury of the 
transplant, noticeable as early as three, four, and 
five days after the transplantation. The tissue was 
less resistant and was preserved only under the best 
conditions. The number of mitoses was much 
diminished in the transplant, but mitoses appeared 
as late as nine days after the transplantation, this 
being the latest time at which living tissue was 
found. 

Epithelium was preserved best in the neigh- 
borhood of growing fibroblastic tissue, and grow- 
ing epithelium attracted fibroblasts. Few fibro- 
blasts grew between acini. The fibroblasts had 
a tendency to form fibrous tissue. Dense fibrous 
tissue compressed the acini and contributed to their 
destruction. The vascularization of the graft was 
very poor but some capillaries were found pene- 
trating between the acini. The collection of lympho- 
cytes around the acini was only casual and was 
found where fibroblasts were active, especially 
around the blood vessels in the capsule of the graft. 
On the whole, the heterotransplanted tissue did not 
attract lymphocytes to any marked extent. Con- 
nective tissue and lymphocytes contributed only 
secondarily and to a minor extent to the destruction 
of the heterotransplant. 

After transplantation of the thyroid of the rabbit 
into rats the last mitoses were found nine days after 
transplantation but living acini were observed as 
late as eleven days after transplantation, and ducts 














of squamous epithelium even later. Different kinds 
of tissue seemed to show a different degree of 
resistance to the action of heterotoxins. The differ- 
ence in the resistance to heterotoxins corresponded 
to the difference in the resistance of various tissues 
to other kinds of injurious influences. On the whole, 
the thyroid of rabbits was better preserved in the rat 
than the thyroid of the guinea pig; there was also 
more mitotic activity in the rabbit thyroid. 

The reaction of the tissues of the host toward 
heterotransplanted rabbit thyroid was similar to the 
reaction to heterotransplanted guinea pig thyroid. 

After transplantation of rabbit thyroid into 
guinea pigs well preserved thyroid was found not 
later than eight days, while the last mitoses ap- 
peared six days after transplantation. The number 
of mitoses was very small. The host tissues behaved 
in a manner characteristic of heterotransplantation. 
It is probable that slight infections and the presence 
of polynuclear leucocytes were responsible for the 
somewhat inferior results obtained in this kind of 
heterotransplantation. 

After transplantation of cat thyroid into the rat, 
signs of degeneration in the transplanted acini 
appeared at the end of the first week and increased 
during the second week. The last well-preserved 
acini were found at fourteen days and a few de- 
generating acini were still visible as late as eighteen 
days after the transplantation. Almost all of the 
pieces were entirely necrotic in the third week. A 
limited number of mitoses were found only five, 
nine, ten, and eleven days after the transplantation. 
There was a decided lack of vascularization in the 
transplants, which was especially noticeable in the 
second week after the transplantation. Fibroblasts 
penetrated at various places between the acini and, 
together with a few lymphocytes, occasionally de- 
stroyed some of them. After the ninth day the 
presence of fibrous tissue around the acini was 
noticeable. It compressed the acini and thus con- 
tributed to ‘their destruction. Even the hetero- 
transplanted thyroid exhibited a restraining influ- 
ence on the connective tissue which was greater than 
that presented by dead material. The behavior of 
the lymphocytes toward heterotransplanted thyroid 
of the cat was similar to their behavior toward 
other heterotransplanted thyroid. G. E. Bry. 


Graham, E. A.: Sodium Carbonate in Chloroform 
Poisoning. Arch. Int. Med., 1920, xv, 575. 


Chloroform is dissociated in the body in such a 
way that free hydrochloric acid is formed and it is 
probable that the action of this liberated hydro- 
chloric acid is responsible to a great extent for the 
toxic effects of chloroform. The evidence for this 
assumption is as follows: 

1. The formation of three molecules of hydro- 
chloric acid from one molecule of chloroform out- 
side the body by oxidation, in the presence of water, 
suggests the possibility that the same reaction takes 
place within the body in the presence of water and 
available oxygen. 
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2. Experimentally, hydrochloric acid produces 
the same lesions in the liver as those found in cases 
of chloroform poisoning. 

3. Free hydrogen and free chlorine ions are 
demonstrable in the necrotic areas of the liver. 

4. Observations on other products of methane— 
dichlormethane and _ tetrachlormethane—showed 
that these substances produce central necrosis of 
the liver and that this property is in direct propor- 
tion to the amount of hydrochloric acid theoreti- 
cally yielded by each of them in its breakdown. 

5. Other alkyl halides of the same type as chloro- 
form (bromoform and iodoform) produce lesions 
identical with those produced by chloroform. In 
the case of iodoform, hydriodic acid is formed in 
the body, as is shown by the fact that neutral salts 
of this acid are excreted in the urine. 

6. The property of producing central necrosis 
of the liver is common to alkyl! halides in general 
since ethyl chloride, ethyl bromide, ethy! iodide, and 
ethylene bromide produce lesions typical of chloro- 
form poisoning. That ethyl bromide and ethy] iodide 
are decomposed in the body in such a way that 
hydrobromic and hydriodic acids are formed is 
shown by the fact that inorganic bromine and iodine 
are found in the urine after inhalation of these 
substances. 

In experiments on animals the author found that 
sodium carbonate in hypertonic sodium chloride 
solution partially inhibited the production of the 
lesions by chloroform. The toxic effects also were 
less marked in the animals which received the 
alkali. 

Since the decomposition of chloroform into three 
molecules of hydrochloric acid is an oxidation process 
which takes place in the presence of water, it is not 
surprising that the liver, an organ in which oxida- 
tion processes are very active, should show the ana- 
tomical changes due to chloroform poisoning most 
conspicuously. SAMUEL KAHN. 


ROENTGENOLOGY AND RADIUM THERAPY 


Pfahler, G. E.: The Roentgen Rays in the Diagno- 
sis of Obscure Conditions. /nternat. J. Surg., 
1920, XXxiii, 179. 

There are many cases in which the symptoms are 
not typical of any particular disease but might be 
caused by a number of conditions. In such instances 
every diagnostic method, including the roentgen 
ray, should be used to determine whether or not an 
organic lesion is present. After an injury, for 
example, a careful roentgen study of the bones 
should be made to rule out fractures even when 
fractures cannot be demonstrated by other methods. 
In disease of the bones, the examination is never 
complete without the use of the roentgen ray. 

The roentgenological examination may reveal 
congenital anomalies such as cervical ribs and clear 
up confusing clinical pictures. To be complete, 
such a study of the abdomen should include the 
spine, the sacro-iliac region, the kidneys, the ureters 
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and bladder, the gall-bladder, the stomach, the 
duodenum, the appendix, the ca#cum, and other 
portions of the colon. In the search for focal infec- 
tions the roentgen ray may give valuable aid re- 
garding the teeth, the sinuses, and other foci. 
Examinations of the chest may show that the cause 
of a persistent cough is an unsuspected foreign body. 

The author’s conclusions are as follows: 

1. The roentgen rays are of value in the diagnosis 
of practically all obscure conditions in the body. 

2. The organ involved is not always indicated 
by the character of the symptoms, and frequently 
an X-ray study must include more than the organ 
to which the symptoms refer. 

3. Good roentgenograms are essential for ac- 
curacy of diagnosis, but much greater skill and 
wider knowledge are necessary to interpret the 
roentgen pictures correctly than to make them. 

4. The purchase of an X-ray outfit does not 
make a roentgenologist any more than the purchase 
of a set of surgical instruments makes a surgeon. 

ApoLpH HARTUNG. 


Stevens, R. H.: The Efficient Dosage in Deep Roent- 
gen Therapy. J. Michigan State M. Soc., 1920, 
mix, 225. 

Since too conservative treatment of malignancy 
will result only in failure and may even stimulate 
the growth to greater activity, it is a prime essential 
in radiotherapy to regulate the dosage for the results 
desired as far as this is compatible with safety. 
The action of roentgen rays and radium on the 
various types of malignant growths differs greatly; 
the more highly differentiated the type of cell from 
which the growth develops, the less responsive it is 
to treatment. In the less responsive cases even the 
dose that seriously burns surrounding normal tissue 
may not destroy the malignant growth. The results 
of roentgen-ray and radium therapy are both local 
and constitutional and to each of these agents there 
is a primary and secondary reaction. All of the 
effects must be given consideration in the treat- 
ment as each has an important bearing on the 
ultimate result. 

The author is opposed to operation on malignant 
growths immediately after pre-operative radio- 
therapy. The objections cited to this procedure 
are that: (1) one series of radiations is not sufficient 
for a lethal dose for all the cancer cells of a deep- 
seated growth; (2) the blood vessels are primarily 
dilated and the tissues bleed freely, are more sus- 
ceptible to infection, and will not heal well; and (3) 
the lymphocytes are much diminished and con- 
sequently the patient’s general resistance is greatly 
reduced. After two weeks the skin has passed 


through the primary irritation and is in better con- 
dition for healing, the lymphocytes have recovered, 
and the patient’s resistance is improved. The blood 
vessels and lymph spaces are beginning to contract 
and fibrosis has begun. Consequently there is per- 
haps less hemorrhage than under normal con- 
ditions. 


If several series of treatments are given 














INTERNATIONAL ABSTRACT OF SURGERY 






and followed by a three weeks’ interval, the latter 
result is quite marked. 

In conclusion the author states that the successful 
use of the X-ray or radium in cancer depends upon 
the following principles: 

1. The dose must be a maximum dose that is 
safe for the life of the overlying and adjacent normal 
skin and the underlying important structures, but 
destructive to the less resistant malignant cell. 
This dose is difficult to determine. It varies with 
the type of patient treated and the type, location, 
extent, and depth of the growth. It is given through 
several ports in such a manner that the deeper 
parts are cross-fired by the ray. Sucha dose is called 
a ‘‘series dose” 

2. The series dose must be given at intervals of 
twenty-four hours or more until complete, in order 
to avoid too severe intoxication from proteid ab- 
sorption. 

3. The series dose must not be repeated until the 
skin and the blood have recovered from the effects 
of the previous series, i.e., from two to four weeks 
when the X-ray is used, and from four to six weeks 
when radium is used. 

4. Operation should not be done after X-ray or 
radium therapy until the local sound tissues and the 
blood have recovered from the primary action of 
the rays, i.e., from two to four weeks. 

5. Several series of X-ray treatments previous to 
operation and extending over several weeks are 
better in the average case than one series of treat- 
ments. There is no necessity for a hasty operation 
in the average case of cancer. Time spent in X-ray 
or radium treatment before operation is not lost, 
but may mean the saving of a life in comparative 
comfort for a much greater period than if the opera- 
tion were done first. 

6. When it is possible to employ electrocoagula- 
tion in operation it often prevents recurrence for 
many months or years. It should be used much 
more frequently in operations on cancer. 

7. Postoperative treatment should be continued 
for several months. 

8. When thorough pre- and postoperative radio 
therapy in cancer is used a much more conservati\¢ 
operation may be done, the neighboring lymphatics 
being treated by radiotherapy. Apotex Hartunc. 


Witherbee, W. D., and Remer, J.: Filtered X-Ray 
Dosage. N. York M. J., 1920, cxi, 1105. 


The barrier to a full destructive dose of the roent 
gen ray in a deeply seated tumor is the toleration 0! 
the skin covering the part. This fact led to the 
adoption of the cross-fire method of treatment in 
which a filter is used. Experiments made by the 
authors with skin and pastille as regards the dosage 
of rays filtered through aluminum showed that thi 
filtered rays produced only about double the amount 
of action at half distance instead of four times as 
when the rays are unfiltered. This is contrary to an} 
known law of physics regarding light and the 
authors have no explanation to offer for it. Exper! 


























ments were made also to show the effect of aluminum 
filters of different thicknesses (from 14 to 7 mm.) and 
the effect of spark gaps varying from 6 to 1o in. when 
a 3 mm. aluminum filter is used. Formule and 
methods for determining dosage are also given in this 
article. 

The difference in the effects produced by the fil- 
tered and unfiltered rays in deep therapy and the 
employment of filtered instead of unfiltered rays 
are due to the fact that the filtered ray gives only 
double the dose at half distance instead of four times 
the dose. It might be assumed that if the skin were 
at half distance in filtered exposure and the tumor 
at full distance. the skin could tolerate two skin 
units without injury and the tumor would receive 
at the same time one and a quarter skin units, 
whereas in the unfiltered treatment the skin would 
tolerate one skin unit without injury and the 
tumor would receive at the same time one-quarter 
skin unit if filtration of intervening tissue were 
climinated. Thus the tumor would receive five 
times the effect with filtered dosage that it would 
with unfiltered dosage as exemplified by filtered 
readings of half and full distance. If this were true, 
the results of deep therapy and direct action would be 
more encouraging. However, instead of five times 
the dose with the filtered ray as compared with the 
unfiltered ray the tumor receives biologically and 
according to formula determinations, just double 
the effect. Apo.pH HaRTUNG. 


Stevenson, W. C.: The Effects of Radium Treat- 
ment on War Injuries in the Neighborhood of 
Nerves. Brit. M. J., 1920, i, 862. 


In suitable doses radium is not injurious to nerve 
tissues as has been shown by the marked improve- 
ment following its use in the treatment of syringo- 
myelia. The author presents twelve cases of war 
injuries near and involving nerves in which radium 
was used. Beneficial effects were noted in all except 
a case of painful neuroma. 

The sudden improvement in nerve function fol- 
lowing the application of radium is probably due to 
the stimulation of normal functional activity in nerve 
tissue by the radium, either by softening the scar 
tissue around it or by some action on the nerve 
cells themselves which possibly improves their nu- 
trition. In some cases radiation appears to lessen 
hyperactivity in a nerve which is being irritated by 
scar tissue. 

The improvement noted in the cases presented is 
evidence that radium is of value in certain types of 
nerve trauma and in certain stages of the repair of 
nerve injuries. The author’s conclusions are as 
follows: 

1. Radium treatment cannot benefit gross nerve 
lesions 

2. Following a nerve operation and after milder 
degrees of nerve trauma radium seems to aid and to 
hasten the return of function in a limb. 

3. Radium improves the nutrition in the area 
supplied by injured nerves. 


GENERAL SURGERY — MISCELLANEOUS 








307 


4. It may be of value as an aid to diagnosis. 
5. It is a valuable adjunct to other forms of 


treatment. W. O. Orr. 
Boggs, R. H.: The Lethal Dose of Radium in 
Malignancy. N. York M. J., 1920, cxi, 1013. 


Malignancy should be regarded as a specialty in 
itself rather than as a side issue as it is at present 
by most surgeons and most of those applying radium. 
Radiography is a difficult and complex problem. A 
comprehensive study of the agent and of the malig- 
nancy has resulted in the determination of the lethal 
dose of radium to a degree of precision undreamed 
of a few years ago. Advanced methods of treat- 
ment have followed which in selected cases have 
superseded surgery as a means of effecting a cure 
and, when used in combination with surgery, before 
and after operation, have increased the operability, 
lowered the mortality, and increased the percentage 
of cures. By these methods also palliation is ob- 
tained in hopeless cases. 

Ante-operative raying is being advocated and 
may be even more valuable than raving after opera- 
tion. The results of radium treatment in malignancy 
depend upon whether a lethal dose is given. The 
lethal dose varies with the susceptibility of the 
malignant tissue to radiation and its depth from the 
surface. In calculating the filtration and the num- 
ber of ports of entry or amounts of cross-firing neces- 
sary to give a lethal dose to metastatic lymph 
glands, not only the situation of the glands most apt 
to show metastases, but their depth and the density 
of the overlying structures must be known. A study 
must be made of the lethal and the erythema dose, 
and the depth from the skin at which certain types 
of malignant tissue may be destroyed must be 
determined. In addition to its direct action on 
malignant tissue radiation has an indirect effect on 
malignant cells by the formation of fibrosis which 
begins after three or four weeks. 

In all malignant lesions except rodent ulcer both 
the local growth and the adjacent lymphatics should 
be treated by radiation. The burying of radium is 
a step in advance over surface application. 

The author discusses the principles of treatment 
in regard to rodent ulcer and malignant growths 
of the mouth, throat, breast, and cervix. 

W. H. Napier. 


Lawrence, H.: Cross-Fire Radium and X-Ray 
Therapy for Inoperable Malignant Disease. 
Med. J. Australia, 1920, i, 458. 


This article is essentially the report of a case in 
which cross-fire radium and roentgen therapy ap- 
plied to a growth resembling sarcoma in the region 
of the left tonsil resulted in marked improvement. 
By means of radium tubes placed in the nasopharynx 
and mouth and below the angle of the jaw some 
3,500 to 4,000 milligram-hours of treatment were 
given during the first four days. This was followed 
by roentgentherapy with the hard rays from a 
Coolidge tube. Subsequently several similar treat- 
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ments were given at intervals of ten days or two 
weeks. In about three months practically all 
evidence of the growth had disappeared. Recur- 
rences developed later but improved under similar 
therapy. 

About three years after the first treatment the 
patient developed what apparently was a recurrence 
of the growth at the base of the brain. The skull 
was trephined in the left temporal region and tubes 
of radium were placed under the opening for twenty- 
four hours and then on the scalp surfaces correspond- 
ing to the trephined area for twenty-four hours. 
At the same time cross-firing was done by means of 
tubes of radium in the mouth and nasopharynx and 
over the frontal region on the left side. In all, 
approximately 4,500 milligram-hours of treatment 
were given. Within a week there was marked im- 
provement and after three weeks practically all the 
symptoms had disappeared. Several months later 
the patient was still well. 

Following this report the author discusses cross- 
fire radiation briefly. He has found by experiments 
upon insects that cross-fire radium radiation (me- 
dium hard 8 ray predominating) is very destructive. 
This variety of radiation, however, is not often 
practicable in the treatment of disease, especially 
with the radium applicators in general use, but 
might be given by using needles with radium 
emanation and passing them close and parallel to 
one another into the growth to be treated. How- 
ever, a cross-fire with a radium radiation (medium 
hard 6 rays predominating) and a_ well-filtered 
radium radiation (practically y rays only) may be 
applied frequently. The author often uses a cross- 
fire consisting of a radium radiation, medium hard 
or hard 6 rays predominating, and well-filtered hard 
X-rays from a Coolidge tube. AvotpnH Hartunc. 


LEGAL MEDICINE 


Admissibility of Evidence Touching Mental Capaci- 
ty—Imbecility. State vs. Kelsie (Vt.), 108 Aull. 
R., p. 391. 

A physician was called as a witness for the defense 
in a murder case. After being qualified as an expert 
in mental diseases, he showed the examinations, 
observations, and tests to which the defendant was 
subjected and testified that the defendant, who was 
then about 34 years of age, had the mental capacity 
of a child of only 8 years of age. The witness was 
then asked several questions, the apparent answer to 
which would have been that the defendant was an 
imbecile. Each of these questions, however, was 
ruled out and the witness was not permitted to 
answer. 

Because these questions were ruled out the de- 
fendant claimed that an error was made in the trial. 
The reviewing court held, however, that the answer 
would have added nothing to the testimony of 
the physician as given. By the evidence the defend- 
ant had created a doubt as to his capacity to commit 
a crime and had made a question of fact which could 
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be passed upon only by the jury. If the physician 
had been permitted to add that he regarded the de 
fendant as an imbecile, the statement would not hay 
assisted the jury further in fixing the defendant's 
mentality. 

The term ‘“‘imbecile”’ has no fixed meaning in law, 
and the statement that the defendant was an 
imbecile would have required further definition 
inasmuch as there are grades of imbecility and in the 
matter of criminal responsibility the law makes no 
distinction between imbecility and insanity. Th: 
test of the law is summarized by the following 
question: As applied to the act in question, did the 
accused have the mental capacity to understand 
the character, consequences, and quality of the act 
and the power successfully to resist the impulse to 
do it? J. A. CASTAGNIND. 


Cold and Fever Constitute a ‘‘Disease.”’ Sovercicn 
Camp of the Woodmen of the World vs. Treanor 
(Texas), 217 S.W.R., p. 204. 


In an application for insurance in an insurance 
society the applicant answered, ‘‘ No,” to the ques 
tion, ‘‘ Have you ever consulted or been attended 
a physician for any disease or injury during the past 
five years?”’ During that period the applicant had 
visited a physician and beea attended for a ‘cold 
and fever.’’ The decision in this case therefore 
depended entirely upon the definition of the word 
‘‘ disease.” 

It was held that the word ‘‘disease’’ compre 
hends a cold and fever. Webster defines the wort 
as a ‘morbid condition of the body; sickness,” and 
as synonyms gives ‘“‘disorder,’’ “malady,” and 
‘‘distemper.’’ Since the applicant was sick enough 
to remain at home and to consult and be attende< 
by a physician, he had a disease within the leg! 
meaning of the word. J. A. CASTAGNINO. 


Opinion Evidence as Against Positive Testimony. 
Finke vs. Hess, Wisconsin Supreme Court, 174 N. Eb. 
p. 466. 

A physician performed a mastoid operation which 
was followed shortly by paralysis of the face. It 
was contended by the patient that the seventh or 
facial nerve was severed in the operation, which. i! 
true, would have constituted a cause of action 
against the physician. The physician testified 
positively that he had not severed the facial nerve. 
The evidence in behalf of the physician showe:! 
that the paralysis might have been due to a number 
of causes other than the severing of this nerve. 
Another physician testified as an expert for the 
patient to the effect that the paralysis could be 
caused only by the severing of the facial nerve. 

The patient therefore offered no evidence exce)' 
a physician’s opinion that the nerve had been in- 
jured and the court held that this opinion would not 
offset the positive undisputed testimony of the 
physician who operated that he did not tamper with 
the nerve. Judgment was therefore rendered in 
favor of the defendant. J. A. CASTAGNINO. 


























Insufficient Evidence of Malpractice—Sherwood vs. 
Babcock (Mich.). 175 N. W. R., p. 470. 

Babcock, a physician, was called to treat a child 
at the home of Sherwood. He diagnosed the case as 
pneumonia. During the last stages of the illness 
meningitis developed from which the child died 
May 16, 1917. The physician’s report showed the 
cause of death to have been meningitis with pneu- 
monia as a contributory factor. At the time this 
child died a second child was taken ill. Death fol- 
lowed in this case May 30. Babcock reported the 
cause of death as typhoid fever. Later in May two 
other children in the same house became ill and the 
physician diagnosed both cases as typhoid fever. 
These children recovered, but while they were con- 
valescing Babcock was dismissed and another physi- 
cian was called. 

Sherwood then sued Dr. Babcock for malpractice, 
alleging that he was negligent in making a wrong 
diagnosis and in not segregating the other children 
from the first child who was taken ill. According to 
the second physician the children had cerebrospinal 
meningitis. The lower court gave judgment in 
favor of Sherwood to the extent of $1,000. 

The upper court held, however, that there was not 
sufficient evidence to make a case of malpractice. 
The second physician had never seen the first child 
who was taken ill and had been called in after the 
death of the second child. All the evidence showed 
that the first child did not have cerebrospinal menin- 
gitis but simple meningitis. Two physicians called 
in for consultation during the illness of the other 
children testified that they were suffering from ty- 
phoid fever. The upper court therefore held that 
the verdict and judgment of the lower court was 
contrary to the weight of the evidence. 

J. A. CASTAGNINO. 


Care Required in Selecting and Retaining Physi- 
cian. Woody vs. Carolina Spruce Co. (N. C.), ror 
S. £. R., p. 258. 

The Carolina Spruce Company employed a 
physician to treat its employees and paid him by 
sums collected monthly from the employees. In 
this case the court stated that under the law the 
company owed no legal duty to its employees to 
employ a physician for them, but when it assumed 
to do so and deducted a sum from their wages for 
medical attention it was under obligation to use 
due care in selecting a physician and in continuing 
to keep him in its service. Also that if, after the 
company had notice of the physician’s unskillful- 
ness and incompetence, it continued to employ him 
it would be liable for negligence in so doing. 

The plaintiff was an employee who had suffered 
a fracture. As there was no other physician im- 


mediately available, it was necessary for him to take 
the service offered him or go without medical treat- 
ment. The plaintiff contended that in attempting 
to set the fracture the physician was so careless 
and unskillful that his injuries were aggravated. 

J. A. CASTAGNINO. 
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Physical Examination by Physicians in Negligence 
Cases in New York. Herbert vs. Brooklyn Heights 
R. Co., 177 N. Y. Supp., p. got. 

The question before the court was whether or 
not the lower court erred in entering an order direct- 
ing the plaintiff to submit to a physical examination 
and directing the physician to report the findings 
of this examination to the defendant. 

The upper court held that in personal injury cases 
the court may direct the plaintiff to submit to a 
physical examination in order that a physician 
may be qualified to testify as an expert witne:s con- 
cerning the plaintiff’s condition. It held further 
that the physician might disclose the results of the 
examination to the defendant but that the court 
has no power to direct him to make such a report. 
The order of the lower court was modified so as to 
exclude the direction to the physician to make a re- 
port to the defendant. J. A. CASTAGNINO 


Parents’ Refusal of Operation—Repetition of 
Visits—General and Special Employment of 
Physician. Nelson vs. Farrish, Minnesota Supreme 
Courl, 173 N. W., p. 715. 


Two. physicians were sued for alleged malpractice 
in a case of osteomyelitis of the radius. The 
patient, a girl 8 years of age, was treated by the 
first physician for a period of three weeks. The 
second physician, who practiced in another city, 
was called during the time the first physician was 
treating the case, examined the arm, and gave 
directions as to treatment. A few days later he 
was called again and attended the patient in the 
presence of the first physician. The first physician 
continued to treat the arm for some days afterward. 
Later the child was taken to a hospital by the 
second physician and an operation was performed. 
The employment of the second physician terminated 
at that time. In about a month another operation 
was performed at which it was found necessary to 
remove the radius. 

In the action for malpractice it was claimed that 
if the physicians had advised the parents of the 
nature of the case and the necessity for a prompt 
operation the arm would have been saved. It was 
conceded by all that the proper treatment for 
osteomyelitis is operation in which the shaft of the 
bone is opened, the pus drained, and diseased tissue 
removed. The physicians contended, however, 
that they advised the parents of the nature of the 
ailment and the importance of an immediate 
surgical operation, but that the parents would not 
consent to such an operation. 

Another question which arose in this suit was 
which physician was acting in a general capacity 
and which as a consultant. The difference between 
general and special employment relates principally 
to the obligation of the physician to continue his 
attendance. If called generally, he must give such 
continued attention and attendance as the patient’s 
condition requires. If called specially and only for 
the occasion, it is not his duty to repeat his visits 
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or continue his treatment. The testimony in the 
case disclosed the fact that the second physician 
was not expected to return unless called, and that 
therefore it was not his duty to return. Accordingly 
he could be held liable only for his two visits and 
could not be held responsible for what the first 
physician did. 

On the question of fact presented in the case 
the finding was with both physicians and was 
affirmed in the supreme court. J. A. CASTAGNINO. 


The Effect of a Blow While Working under Extreme 
Heat. Murray Cily vs. Industrial Commission, 
Utah Supreme Court, 183 Pac. R., p. 331- 

While loading slag on a wagon Hazeldine, an 
employee of Murray City, received a slight blow in 
the back of the neck from the handle of a shovel 
with which a teamster was leveling the slag. Par- 
alysis followed and he was disabled for some time. 
Subsequently he filed a claim with the Industrial 
Commission against the city and the commission 
ordered the city to pay him $8.73 a day for the 
period of his disability. At the hearing before the 
commission evidence was introduced by the city 
to show that there was no wound or bruise on the 
neck of the injured man, not even an abrasion of the 
skin. Further evidence was introduced to show that 
he was suffering from high blood pressure, that the 
day he was injured it was very warm, and that the 
paralytic stroke was due to high blood pressure and 


the weather rather than to the blow from the 
shovel. 
The circuit court reversed the finding of the 


commission and vacated the award. The com- 
mission appealed. The upper court held that the 
paralytic stroke was due to high blood pressure 
and the intense heat of the day but that the blow 
from the shovel and the fright caused by it were the 
proximate causes. The finding of the commission 
was therefore affirmed and the order of the cir- 
cuit court was reversed. J. A. CASTAGNiNO. 


Death by Disease Accelerated by Accident Does 
Not Warrant Recovery on Accident Policy. 
Leland is. Order of United Commercial Travelers, 
Mass. Supreme Court, 124, N. E., p. 517. 

In this case it appeared that Leland, who held an 
accident insurance policy, was suffering from a 
seriously diseased condition of the heart or lungs or 
both. While going from the cellar to an upper floor 
the insured fell and the two causes, the disease 
condition and the fall, operating together, produced 
fatal results. From one point of view the death 
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seemed to have been due to the accident, but from 
another it was not. The fall alone would not have 
been fatal if the insured had been in a normal con- 
dition. On the other hand, if it were necessary to 
prove in each instance that the same accident would 
have had the same result if it occurred to a normal 
person, many who are merely not strong, whose 
powers of resistance are easily overcome, or who 
have diseases in the early stages would be deprived 
of protection by accident insurance policies. There 
fore itis the rule not to regard the insured as sufler- 
ing from disease. 

In this instance the insured was suffering from a 
disease that actively co-operated with the fall in 
causing death. Death probably would not have 
occurred that day without the fall, but both were so 
concurrent that neither alone could be determined 
as the cause of death. Either alone,without the other. 
would not have been fatal, and it could not be told 
whether the deceased died from the disease or from 
the fall. Within the meaning of the accident policy, 
therefore, death did not result ‘‘alone and inde- 
pendent of all other causes.” J. A. CASTAGNINO 


Who Must Make Required Inquiry Before Corpses 
May Be Used for Dissection? Burke et al. 2s. Nv 
York University (N. ¥.), 179 N. Y. Supp., p. 620. 

The plaintiffs brought suit against New York 
University to recover damages for injury to their 
feelings due to the act of the University, through 
its medical department, in dissecting the body of 
their father. The body had been taken to the 
morgue from a hospital and was delivered to the 
University from the morgue. 

The Public Health Law of New York, in common 
with numerous other state laws, permits the morgue 
to deliver any corpse in their possession, not placed 
there by relatives or friends, to medical institutions 
similar to the New York University. The persons in 
control of the morgue, however, are required to make 
reasonable inquiry as to the friends or relatives of 
the deceased. In this case the morgue evidently 
failed to make sufficient inquiry. The question 
presented was, therefore, whether the fact that the 
officials of the morgue failed in their duty would be 
sufficient to make the University responsible for the 
injuries sustained. The law did not require the 
University to make an inquiry. Accordingly the 
court held that since it was the duty of those in 
control of the morgue to make the inquiry as to the 
friends or relatives of the deceased, and as the law 
did not intend duplication of inquiry, the University 
was not reponsible. J. A. CasTAGNnino 





























UTERUS 


Coventry, W. A.: Prolapse of the Uterus. M insc- 
sola Med., 1920, iii, 286. 


Coventry reports 50 cases of-prolapse of the uterus 
on which he operated in the last six years. The cure 
in these cases was not only anatomical but also 
symptomatic. Six of the patients were between 60 
and 70 years of age; 17, between 50 and 60; 18, 
between 40 and 50; 7, between 30 and 40; and 2, 
between 20 and 30. One patient was a nullipara. 

For prolapse of the first degree the author prefers 
the Webster-Baldy operation, but for that of the 
second and third degree he does either a Watkins- 
Wertheim or a Mayo operation. He emphasizes 
the importance of a perineorrhaphy in all of these 
procedures. 

One of the complications which followed opera- 
tion was cystitis due to the use of a catheter, a pre- 
vious infection, or a folding of the bladder which 
caused the formation of residual urine. Bladder 
pockets were the source of much trouble. In one 
case in which the condition was of two years’ stand- 
ing relief was given by the irrigation of the bladder 
and the use of argyrol. One patient who had been 
supposedly sterilized by resection of the uterine horns 
became pregnant. Casarean section was necessary 
at the seventh month and the baby lived only three 
hours. In two cases there was dyspareunia. 

Coventry advocates vaginal operations because 
they are associated with less risk and are followed by 
good results. EUGENE Cary. 


Curtis, A. H.: Chronic Leucorrheea; Its Pathology 
and Treatment. J. Am. MJ. .1ss., 1920. Ixxiv, 1700. 


In a previous study of the endometrium from 118 
uteri removed to remedy various pathologic condi- 
tions, Curtis found that chronic infection of the 
uterus above the level of the cervix is infrequent. 
When such infection persists it is usually a com- 
plication of salpingitis or cervicitis. 

Many years of investigation of the pathology of 
chronic leucorrhoea has led to the conclusion that 
chronic discharges arise chiefly from the uterine 
cervix and Skene’s ducts. The essential cervical 
lesion consists in an overgrowth of hypersecreting 
infected glands. Associated formation of cervical 
granulations and strictures is of frequent occurrence. 

The treatment consists of: (1) the correction of 
the complicating gross pathologic lesions, (2) the 
destruction of Skene’s ducts, (3) thorough dilatation 
of the cervix, and (4) radium applications to the 
cervix, 

The destruction of Skene’s ducts (two channels, 
each 1 cm. long, located beneath the urethra and 
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opening one on either side of the floor of the meatus) 
is accomplished as follows: 

The blunt end of a needle, held in a forceps, is 
threaded into the duct lumen, and its end is forced 
through the base of the duct so that the needle head 
protrudes into the vagina. The duct is split with a 
knife and the tract fulgurated. 

The most usual focus and the most difficult to 
eradicate lies in the endocervix. After thorough 
dilatation, two 25 mg. tubes of radium, each 
screened with a thin capsule of !'2 mm. gold, are 
placed in tandem in a sheath of dental rubber and 
introduced into the cervix. The radium is held by a 
suture passed through the external os. Application 
is made for a period of from six to nine hours. The 
discharge is thereafter more profuse for three or 
four weeks, but then decreases. One or more subse- 
quent radium treatments may be required; if so, a 
period of ten or twelve weeks should intervene be- 
tween applications, and later treatments should be 
given for shorter periods of time. 

Of 46 patients, 36 are available for study. 
Twenty-six recovered, 7 were greatly improved, and 
3 were not materially benefited. The prognosis is 
least favorable in cases with widespread pelvic in- 
fection or lesions requiring surgical correction. In 
nearly all others the condition may be cured. 


Graves, W. P.: Some Immediate After-Effects in 
the Use of Radium for Non-Malignant Uterine 
Bleeding. V. York M.J., 1920, cxi, 960. 


The value of radium in the treatment of non- 
malignant uterine bleeding has been thoroughly 
established. The author’s purpose in this article is 
to call attention to certain disagreeable sequele of 
intra-uterine radiation which have not been given 
sufficient attention. These include nausea, bleeding, 
leucorrhoea, pain, renal and nerve symptoms. 

In Graves’ experience nausea has been more 
severe following the use of radium than following 
a simple examination and curettage under ether. 
While in many cases it is immediately relieved 
when the radium is removed, in some cases it per- 
sists much longer. Apparently it is not due to the 
presence of the foreign body in the uterus as it does 
not occur to the same degree following the insertion 
of a stem pessary or gauze packing. 

Bleeding may continue or reappear after the 
removal of the radium and persist for days or 
weeks. When the treatment has been given for 
menorrhagia the next period or two may show no 
diminution or may be increased. The ultimate 
result, however, is nearly always satisfactory. 

Leucorrheea, which is often irritating and offen- 
sive, requires treatment by cleansing douches. 
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A slight nagging pain on the left side develops 
in some cases but subsides in a few days. In rare 
instances there is uterine colic due to the reaction 
of the uterus to the foreign body. Severe adnexal 
pain is the forerunner of serious inflammation due 
to the lighting up, by the radium, of an old sal- 
pingitis. The use of radium within the uterus in the 
presence of an old pelvic inflammation is exceedingly 
dangerous. 

Renal symptoms observed after the use of 
radium demand caution in the treatment. 

Nervous symptoms ordinarily occur in about the 
same proportion as after hysterectomy. In several 
of the author’s cases there was a rather protracted 
period of physical depression not to be accounted 
for by the operation or the patient’s previous 
health. It is conceivable that when the nervous 
system is unstable radium may exert a profound 
influence on the whole organism. Nervous symp- 
toms have been observed only following intra- 
uterine radiation. 

In conclusion the author states that in discussing 
these unfavorable symptoms he does not intend to 
depreciate the benefits of radium, but desires to 
emphasize the fact that it is a powerful and dan- 
gerous agent and that in certain cases which are not 
always recognizable its use is attended with the 
gravest risk. S. A. CHALFANT. 


Detré, C.: The Scientific Basis and the Technique 
of the Radiotherapy of Uterine Fibromyomata 
(Les bases scientifiques et la technique de la radéo- 
thérapie des fibromyomes utérins). Gynéc. et obst., 
1920. i, 181. 

Detré believes that in the future the fractional 
dosage of X-rays rather than the therapia sterilisans 
magna advocated by certain German radiologists 
will be the method of choice in radiotherapy. Newly 
formed tissue is more easily affected by the rays 
than normal tissue and in fibromyomata such tissue 
is directly influenced, the more superficial layers 
absorbing most of the rays and becoming atrophied. 

Dosage is the basis of radiotherapy, and the efficacy 
and action of radiation are dependent upon it. 
The use of moderate and repeated doses preserves 
the skin and normal tissues, while frequent regular 
periods of treatment make possible a more careful 
supervision of the patient than massive doses. — 

Detré believes that in the X-ray treatment of 
fibromyomata it is not necessary to bring on the 
menopause or to cause ovarian sterilization. The 
most recent evidence is that myomata may be 
reduced in size considerably by the direct action 
of the X-rays long before the menopause is induced. 

W. A. BRENNAN. 


Mornard, P.: Radiotherapy of Uterine Fibromyo- 
mata (Sur le traitement radio-thérapique des 
tibromyomes de l'uterus). Rev. de chir., Par., 1920, 
Ivili, 244. 

Mornard reviews the recent literature on the 
results of radiological treatment of uterine fibro- 
myomata. In his opinion it has been demonstrated 
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definitely that the X-ray has a direct destructive 
action on such tumors, especially when they arc 
exclusively fibrous; that it has a certain action on 
the uterine mucosa and ovary; that it may destroy 
the graafian follicles; that, perhaps to a lesser degree, 
it acts also on the glands of internal secretion; and 
that it may induce the menopause. It is evident 
also, however, that its action on the fibroma itseli 
is suffic'ent to cause regression of the tumor and 
that such tumors may be cured without interference 
with the ovaries. 

While in many cases radiotherapy will arrest 
hemorrhage, in the great majority this result is 
obtained by the induction of the menopause. The 
ultimate effect on the tumor is much less complete. 
The growth rarely disappears but frequently be- 
comes more or less decreased in size. In cases o/ 
cancer the rays do not cause the degeneration but 
it is possible that they excite the neoplastic cells 
or diminish the resistance of the fibrous tissuc 
surrounding a cancer and thus predispose a pre- 
existing neoplasm to degeneration. Radiotherapy 
should be rejected both in cases of malignant 
degeneration and cases in which such degeneration 
is suspected. 

The technique of radiotherapeutic treatment has 
not been definitely established and as yet no satis 
factory method of protecting the ovaries has been 
devised. Whether radium should be used alone or 
in conjunction with the X-ray is a question that is 
still unanswered. 

Mornard concludes that, when indicated, radio 
therapy is capable of effecting a cure in the great 
majority of cases of fibromyomata of the uterus. 
During the treatment the patient must be kept 
under close observation in order that any degenera- 
tive processes may be discovered immediately. 

W. A. BRENNAN. 


Baisch, K.: The Results of Radium Treatment of 
Carcinoma of the Uterus (Erfolge der Radium 
behandlung des Uteruscarcinoms). Strahlenthera pi: 
1920, x, 36. 


In 66 cases of genital cancers treated with radium 
and mesothorium in 1914 there were 42 cancers 
of the cervix. Seven of these patients are still alive 
(16 per cent, the same percentage as following oper 
ation). 

Baisch classifies these cases into the following 
groups: (1) beginning cancer of the cervix, 3 cases: 
(2) advanced cancer of the cervix without involve 
ment of the vagina and parametrium, 12 cases 
(complete cures were obtained in only 2, and a 
rectovaginal fistula developed in 1); (3) cancer 
infiltrating the parametrium but still operable, 5 
cases (1 complete cure; 20 per cent); and entirel) 
inoperable cancers, 21 cases (2 cures; ro per cent). 

From 50 to 100 mg. of radium in a brass capsul 
covered with rubber were applied for twenty-four 
hours at intervals of three or four weeks. As a ruli 
the treatment consisted of three or four sessions. 
Because of the development of many rectovagina! 
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fistula at first, the use of 1 cm. of wax to protect the 
rectum was begun later and since then only 1 recto- 
vaginal fistula has developed in 360 cases treated. 
The author recommends radium treatment alone 
only in beginning and inoperable cases of carcinoma 
of the uterus. All others should be operated upon 
and given three series of radium and X-ray treat- 
ments postoperatively. JUENGLING (Z). 


Kehrer, E., and Lahm, W.: The Limitations of 
Radium Treatment of Cancer of the Cervix 
(Ueber die Grenzen der Radiumtherapie des 
Collumcarcinoms). Strahlentherapie, 1920, x, 3. 


Intensive radium treatment may cure definitely 
inoperable cancer of the cervix in the pathologic 
sense and even cancer nests far from the primary 
focus and close to the pelvic wall. In numerous 
examinations the authors studied the difference 
between the normal retrogression of unrayed can- 
cers, the histologic changes due to radium treat- 
ment, and the penetrating action of radium. Their 
investigations proved that in addition to the retro- 
gression the radium caused also certain injuries to 
the epithelial cells in neighboring organs. 

On the basis of these findings they state that in 
intensive raying it is more difficult to prevent infec- 
tion than to obtain retrogression of the cancer cells. 
Such infection (of the bladder, sigmoid, or uterus) 
occurring during intensive raying makes it neces- 
sary to stop the treatment at once. Successful 
treatment therefore must avoid overdosing. This 
is best accomplished by avoiding the fairly constant 
necrosis dose for the rectum by increasing the 
radiosensibility of the cancer cells. Harms (Z). 


Faure, J. L.: Abdominal Hysterectomy (L’hystérec- 
tomie abdominale). An. Fac. de med. Univ. de 
Montevideo, 1919, iv, 747. 


Faure describes a subtotal hysterectomy in which 
the cervix is sectioned at the isthmus and left in 
place and the vagina is unopened. In some cases, 
however, the cervical region cannot be reached 
easily and it is impossible to perform a subtotal 
hysterectomy in this way. 

The method which Faure has used for the past 
twenty years for the treatment of cases in which the 
uterus is very mobile is that of posterior detachment. 
Kelly’s method of continuous transverse incision is 
also applicable to this type of case and is of value 
especially when it is possible to approach the uterus 
from only one side. 

When both sides of the uterus are fixed by ad- 
hesions to the pelvic walls and the uterus cannot be 
approached from above, either on the right or the 
left side, section on the median line as far as the 
isthmus is the only feasible method. Each half of the 
uter*ie isthmus is then sectioned separately and 
reni,ved with its adnexa. 

__ © this method is impossible and Kelly’s technique 
is:.lso barred. there still remains anterior detachment. 
By this procedure the anterior surface of the uterus 
is exposed by uterine retroflexion and the cervix is 
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grasped with the forceps a little above the isthmus 
and sectioned. The adnexa may then be reached and 


' separated from the pelvic walls by section of the 


utero-ovarian pedicle. 

Anterior detachment, which was devised by 
Faure, should be limited to cases of bilateral adhesive 
adnexitis with irreducible uterine retroflexion. 
In other cases uterine hemisection or Kelly’s method 
is to be preferred. W. A. BRENNAN. 


EXTERNAL GENITALIA 


Bouquet, H.: Voluminous Tumors of the Vulva 
(Tumeurs volumineuses de la vulve). Gynéc. et obst., 
1920, i, 149. 

The author reports 2 cases of voluminous tumors 
of the vulva. In the first case, that of a young 
woman 20 years of age, the tumor developed in the 
left labium majorum and weighed 2,300 gr. It was 
composed of soft gelatinous and cedematous tissue 
and on histologic examination showed the usual 
lesion of elephantiasis. 

The second case was a case of hydrocele of ten 
years’ duration. The tumor developed in the right 
labium majorum and the inguinal region and was 
formed of a series of cystic intercommunicating 
pockets which contained yellow fluid. It was re- 
moved by incising the oblique muscle as in the 
radical operation for hernia. Two prolongations 
were found, one subcutaneous in the inguinal region, 
and the other parallel to the first but beneath the 
aponeurosis. 

The surgical removal of these tumors was not 
difficult and hemostasis was obtained easily because 
such. growths are not very vascular. Both of the 
patients recovered. W. A. BRENNAN. 


Wachs, C., and Mazer, C.: Gonorrhceal Vz ginitis 
in Children. N. York M. J., 1920, cxi, 997. 


This article is a preliminary report giving the 
results of the treatment of 48 cases of gonorrhceal 
vaginitis with Dakin’s oil, The authors state that 
the condition is very common in children and 
tends to become chronic. It was found in 4 per cent 
of all patients admitted to the Babies’ Hospital 
in New York City. 

Early in 1919 the authors tried Hirst’s silver 
paste but had little success with it and later turned 
to Dakin’s oil. A 1 per cent solution of the oil, 
freshly prepared, was used. The technique of the 
treatment is described as follows: 

The child is placed in a partial Trendelenburg 
position, the vulva are cleansed with boric acid 
solution, and the vagina is filled with the oil by 
means of a medicine dropper. When the dropper 
is withdrawn the labia are compressed for a few 
minutes so that the vaginal mucous membrane is 
thoroughly covered with the oil. After use the 
medicine dropper is boiled and dried with ether. 
The treatment is given every other day at the clinic 
and the mother is instructed to continue it at home. 
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The patients thus treated showed marked im- 
provement, both clinical and bacteriological, within 
a month. Smears were taken every two weeks. In 
25 cases the treatment was discontinued at the end of 
three months and the patients were told to report 
for examination every other week. At the end of 
four months 39 patients had been discharged. In 
the 6 cases remaining pus cells and many bacteria 
were found on microscopic examination although 
there was marked clinical improvement. These 
patients were given douches of the standard Dakin’s 
solution, one-quarter strength, and the mother was 
instructed to continue the oil treatments at home. 

Other conditions, such as thread worms and 
foreign bodies, may cause vaginal discharge and 
should be excluded before treatment is given for 
gonorrhceal vaginitis. 

Thirty-nine of the 48 cases reported were cured. 
There were 3 recurrences. The authors advise 
observation at regular intervals for seven or eight 
months. EuGENE Cary. 


MISCELLANEOUS 


Bell, W. B.: The Correlation of Function: with 
Special Reference to the Organs of Internal 
Secretion and the Reprcductive System. 
Brit. M. J., 1920, i, 787. 


The ductless glands are not only responsible for 
disorders of the reproductive system and the meta- 
bolic state but are concerned also in the control of 
the emotions, that is, of the mind. A malfunction 
of the organs of internal secretion is reflected in the 
mind, in the body, and in the reproductive system; 
the function and order of all are linked together. 

Hyperplasia or neoplasia of the suprarenal cortex or 
of the anterior lobe of the pituitary body may induce 
masculinity in women. The voice becomes heavier, 
the skin coarse, and the metabolism somewhat re- 
duced. In such women the suspension of the 
menstrual function is simply a part of the general 
masculinity and is not due to the lesion in the 
pituitary body per se. In fact, hyperplastic con- 
ditions of the anterior lobe stimulate activity in the 
genitalia. In the male acromegaly is associated 
with increased sexuality wheres destructive lesions 
of the pituitary body produce impotence and at 
times a change toward femininity. 

Following child-bearing the pituitary body be- 
comes distinctly larger and in multiparous women 
the average size of the gland is greater than in men. 
The ovary exerts its influence on metabolism during 
the reproductive period. The intra-uterine foetus 
or the child at the breast necessitate increased 
metabolic effort, and the ovary is concerned in 
regulating the other organs of internal secretion and 
the resulting metabolic rate. 

The disturbances of the menopause are due 
probably to a general upset of the internal secretory 
system. Removal of the ovaries in animals pro- 
duces changes in the other ductless glands, especially 
the pituitary and thyroid glands. Many women 
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give evidence of a lack of thyroid secretion following 
the menopause. This is shown by depression and 
melancholia. 

The author never removes the ovaries unless they 
are definitely diseased, and he emphasizes the neces- 
sity of leaving at least a portion of an ovary or a 
transplant in order to conserve the general tone of 
the secretory system. 

Adiposity is generally present when the pituitary 
is inactive. The author found that severance of the 
blood supply to the pituitary gland in animals 
induced somnolence, obesity, and total atrophy of 
the genitals. The syndrome of dystrophia adiposo- 
genitalis may be brought on not only by a growth in 
the pituitary fossa but also by a suprasellar tumor 
which causes pressure on the stalk and the glandular 
blood supply. 

Thyroidectomy is followed by definite changes in 
the other ductless glands, these being most marked 
in the pituitary gland which undergoes hyperplasia 
in all parts. 

In cases of increased thyroid activity the author 
has found the X-ray of value. In cases of ovarian 
insufficiency it is necessary to administer both 
thyroid and ovarian extracts. Ovarian extract alone 
is useless. It is probable that the extract of one is 
necessary to activate that of the other. The corre- 
lation of the functions of the internal secretions is 
very well shown by the administration of thyroid 
to myxcedematous patients. ‘‘A melancholic, obese, 
non-menstruating, sterile woman becomes happy, 
is reduced in weight, menstruates, and may even 
conceive.” A. J. Scuoit, Jr. 


Mayo, W. J.: Conservation of the Menstrual Func- 
tion. J. Am. M. Ass., 1920, lxxiv, 1685. 


The surgeon approaches his work with the 
physical condition of the patient in view. He 
achieves a tangible success but occasionally is not 
rewarded by the patient’s gratitude because of 
intangible changes in the nervous system following 


the operation. Physical cure is purchased at the 
price of nervous stability, and we talk wisely of 
neurasthenia, psychosis, neurosis, and hysteria. 
Often the same physical cure could have been 
obtained without creating the disturbance so 
troublesome to the patient, her family, and her 
friends. 

The central nervous system has a short heredity; 
its characteristics are not fixed, but unstable, es- 
pecially in some families. The nervous system in 
man weighs as much as the liver and has as many 
or even more possibilities of functional disturbance 
because it is less stable in its function. The only 
difference is that the bile itself can be seen 
while only the results of disturbed thoughts are 
visible. One group of physicians will say that all 
psychic disturbances have a physical basis, appar 
ently believing that physical basis outside the 
central nervous system. They then very properly 
begin to hunt for the cause of these disturbances and 
often very improperly attempt to place the blame for 

















them on some real or fancied physical defect with 
which they have little or no connection. 

The uterus, the ovaries, and the tubes have been 
the chief sufferers from misguided efforts at relief, 
efforts apparently based on the conception that 
woman’s psychic disturbances are generated in her 
reproductive organs. In cases of benign neoplasms 
and inflammatory diseases, however, the patient’s 
future condition, psychic as well as physical, should 
be borne in mind. Happiness is a state of mind, and 
a state of mind is not necessarily a state of body. 

When abdominal surgery was in its infancy the 
ovaries and tubes were removed on slight indica- 
tions. With the growth of knowledge this ceased, 
but in its place many miscalled conservative opera- 
tions were devised. Instead of being removed. the 
ovary was subjected to unnecessary tinkering which 
it does not stand well. Frequently the patient de- 
veloped sequela necessitating the removal of the 
ovaries later. The small cystic ovary especially has 
been the victim, not of the surgeon, but of the 
operator. Following the type of operation mentioned 
a group of patients return complaining of what they 
are told are adhesions, but without mechanical 
signs. Many patients have been operated upon and 
re-operated upon with only temporary success for 
adhesions which did not produce mechanical symp- 
toms. The belief that adhesions which are located by 
the patient but cannot be located by the surgeon 
cause serious trouble has little foundation. 

The internal secretion of the ovary is closely 
related to the endocrine system generally, and wide- 
spread effects are manifest on the cessation of the 
ovarian function. 

Hysterectomy has become an operation so thor- 
oughly organized that almost every operator has 
some special bit of technique he uses with it of which 
he is proud, and many a uterus is unnecessarily 
sacrificed when a myomectomy would be the better 
operation and would save both the menstrual func- 
tion and the possibility of motherhood. 

In many cases of myomatous disease it is not 
possible to save a uterus which will bear a child, 
but in cases otherwise suitable one ovary and 
enough of the endometrium may be saved to con- 
tinue the menstrual function. 

It has been argued against myomectomy that it 
is the more dangerous operation, but in a series of 
741 cases at the Mayo Clinic the mortality was a 
shade under 1 per cent (0.9). Abdominal myomec- 
tomy was done in 617 of the 741 cases with 3 deaths 
(five-tenths of 1 per cent). There were 4 deaths in 
the 124 vaginal myomectomies (about 2.7 per cent). 
Every patient dying in the hospital, irrespective of 
the cause of death or the length of time which has 
elapsed since the operation, is counted as dying 
from operation. Following myomectomy in the 741 
cases 35 women raised one child, 11 raised two or 
more children, and 15 were pregnant at the time the 
investigation was made. Twenty-three married 
women who were sterile before operation had one or 
more children after operation. 
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Because of the acute degeneration of myomatous 
tumors a number of pregnant women were subjected 
to myomectomy. All of the patients lived, and 85 
per cent went on to term and were delivered of living 
children. It has been claimed that frequently 
tumors develop after myomectomy. Nineteen of 
these 741 patients (2.56 per cent) required secondary 
operations; in 11 cases the operation was done five or 
more years after the myomectomy, and in 1, thirteen 
years afterward. One of the 19 patients had a child 
after myomectomy. The majority of the secondary 
operations were performed for inflammatory dis- 
ease. It was difficult to obtain accurate pathologic 
data of secondary operations since more than half 
of them were done elsewhere, but none of them 
revealed malignancy. In the cases in which the 
second operation was done for recurrence of fibroids 
the operation could be avoided today by the use of 
radium. In none of the cases reported were the 
recurring tumors large; the patients, having in 
mind their former condition, were on the alert. 
Usually a hysterectomy was performed as the pa- 
tient had been carried along by the myomectomy to 
the age at which a radical operation is of less 
importance. 

In selected cases radium must justly be considered 
a competitor of hysterectomy, but it has no com- 
petitive standing in cases suitable for myomectomy. 
When bleeding necessitates interference in the 
menopause period, radium has a remarkable field 
of usefulness. If the tumors are large, coming well 
up into the abdomen, and are caused to disappear 
by the use of radium, the menopause is brought 
about. Massive doses of radium usually destroy the 
function of the ovaries and uterus; the non-function- 
ing organs are left to await an uncertain future. 
Non-operation and conservation must be differ- 
entiated. 

Total hysterectomy is a wise procedure if it can be 
done safely as is usually the case. Leaving the cer- 
vix leaves an average cancer liability. After total 
hysterectomy the patient seldom complains of local 
trouble. If the cervix is left, however, a foul, 
irritating leucorrhoea sometimes results. 

In conclusion the author reiterates that con- 
servation of the menstrual function is of the utmost 
importance even if pregnancy is not possible, and 
that the surgeon who faces the necessity of removing 
the uterus or the ovaries and bringing about all the 
endocrine changes attending the procedure is 
assuming a serious responsibility. The patient’s 
heredity is responsible for her nervous instability, 
but the operation may be the match which lights a 
fire in the ashes of which the patient finds herself 
unable to readjust her life to her living conditions. 


Clark, J. G.: The Relative Values of Radium and 
Surgery in the Treatment of Tumors of the 
Pelvic Organs. Ann. Surg., 1920, |xxi, 683. 


Clark gives a very clear statement of the position 
occupied by radium as compared with surgery in 
the treatment of tumors of the pelvic organs. 
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Radium, he believes, may be considered ‘“‘an ad- 
junct of surgery and not its competitor.” 

In giving his experience based upon five years’ 
use of radium, the author divides his work into 
that: which relates to fibroids of the uterus, to 
“idiopathic bleeding uteri” with no apparent 
tumefaction within the uterus, and to cancer of the 
uterus. In the first class of cases 50 mg. are used asa 
rule and all uncomplicated tumors up to the size of 
a three-and-a-half to four months’ pregnancy are 
radiated. Tumors larger than this should be 
removed by hysterectomy. The dose of 50 mg. may 
be repeated once or twice at intervals of four, five, 
or six weeks. Usually one treatment of 50 mg. for 
twenty-four hours will stop the bleeding within a 
period varying from a few days to four weeks. 

Great care must be exercised in the selection of 
cases for radium treatment. There must be no acute 
or chronic pelvic inflammation and no cystic tumors 
of the ovaries. Radiation in the presence of an old 
chronic pelvic inflammation is a dangerous procedure. 

In cases of idiopathic bleeding — menopause 
cases — radium works like a miracle. One treatment 
of 50 mg. for twenty-four hours checks the bleeding 
forthwith and is rarely followed by recurrence. 

Of the author’s series of 150 cases belonging to the 
groups mentioned 4 were not relieved of bleeding by 
radiation and were later treated by hysterectomy 
with no untoward complications. 

Radium should be employed for young women 
less frequently than for women at or near the 
menopause as in the former a simple myomectomy 
or a subtotal hysterectomy, which leaves the 
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generative organs essentially normal, may be possi- 
ble and the physiologic equilibrium after an operation 
is more stable. Also in the cases of young women 
radium must be used in much smaller doses than for 
older women or castration may result. 

The author is especially enthusiastic regarding the 
use of radium in cases of cancer of the uterus, particu- 
larly in operable cancer. He and his associates 
have treated 209 cases of inoperable cancer with the 
following results: 


Year Dead Not Traced Living 
1914 8 ° I 
19QI5 19 I 4 
1916 46 8 II 
1917 33 3 23 
1918 5 13 34 


Totals 111 25 73 


The author’s conclusions may be summarized as 
follows: 

1. Radium asa palliative remedy is the treatment 
par excellence in inoperable cancer of the cervix. 

2. In inoperable cancer of the cervix radical 
operation should be done and followed immediately 
by postoperative radiation. 

3. In cancer of the fundus uteri hysterectomy is 
indicated unless grave contra-indications to opera- 
tion are present. When operation is contra-indicated 
radium should be used. 

As yet, the author is not able to report any cures, 
but he ventures the belief that some of the patients 
will live at least five years. H. B. MATTHEws. 














PREGNANCY AND ITS COMPLICATIONS 


Lewis, H. F.: The Diagnosis of Ectopic Pregnancy. 
Illinois M. J., 1920, xxxvii, 301. 


The author discusses 183 cases of ectopic preg- 
nancy observed at the Cook County Hospital, 
Chicago, Illinois, from December 6, 1912, to Septem- 
ber 4, 1919. Fifteen of these he discards, believing 
the diagnoses incorrect or doubtful. Of the remain- 
ing 168 patients, 13 died, 11 were discharged im- 
proved, 4 were discharged in the same condition 
as on admission, and 140 recovered. Only 16 of 
the multipare gave a history of sterility for five 
years or more. 

The period of gestation, which was estimated in 
80 cases, was as follows: four weeks in 18, between 
four and twelve weeks in 43, from five to six months 
in 3, at term in 2. Sudden onset of abdominal pain 
occurred in Jess than half of the cases, colicky pains 
in the lower abdomen in a little more than one-third, 
and abdominal tenderness in four-fifths. Vaginal 
examination showed the uterus enlarged in nearly 
one-third, and a palpable mass, which was usually 
tender, was found in one of the fornices or the cul-de- 
sac in over two-thirds. 

The temperature on admission was above 99 de- 
grees in nearly three-fifths of the cases. Fever was 
more frequent and rose higher in those in which the 
internal hemorrhage was greatest and was due ap- 
parently to the absorption of toxins from the blood 
deposits in the abdomen. 

The most frequent error in diagnosis was acute 
or chronic tubal infection, and the next most 
frequent error abortion and acute appendicitis. 
The more severe the symptoms the more accurate 
was the diagnosis. Usually a carefully taken history 
and a physical exarrination will lead to a correct 
diagnosis even in cases of unruptured ectopic 
pregnancy. S. A. CHALFANT. 


Gérard, M.: Nepkrotomy in Eclamptic Anuria 
(La néphrotomie dans l’anuria éclamptique). J. 
urol. méd. et chir., 1920, ix, 97. 


The author reports a case of total eclamptic 
anuria in which nephrotomy was done with a 
successful result. and compares the value of de- 
capsulation and nephrotomy. 

Gérard believes that most of the cases reported 
as eclamptic anuria in which there was spontaneous 
recovery were in reality cases of oliguria. é 

In France the indications for surgical intervention 
on the kidney in eclampsia are restricted, but the 
general view is that anuria justifies operation. 
Decapsulation, an operation done very frequently 
for eclampsia, has a mortality of about 38.8 per cent 
which is higher than that in cases treated medically. 
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It should be remembered, however, that only the 
most severe cases come to operation. In severe 
oliguria or anuria the mortality is much higher, 
mounting to over 50 per cent. 

The author has been able to find only 4 cases in 
the literature in which nephrotomy was done for 
eclamptic anuria. Three of the 5 patients recovered. 
In Gérard’s opinion, the favorable results of nephrot- 
omy with drainage of the pelvis are very striking. 

The anesthetic of choice is nitrous oxide as ether 
and chloroform have an unfavorable effect on the 
already intoxicated organism. A unilateral operation 
is preferable because it can be done more quickly. 
In his own case the author did a nephrotomy with 
drainage of the pelvis and decapsulation on the 
right kidney. Drainage should be continued for 
about ten days or until the kidney function has 
become normal. It is very important to continue 
the medical treatment of the anuria after the 
operation. 

The conclusions drawn by the author are as 
follows: 

1. Surgical intervention should be resorted to 
in the treatment of eclamptic anuria after the 
usual methods, uterine evacuation or copious 
bleeding, have failed. 

2. The operation of choice appears to be nephrot- 
omy with pelvic drainage and decapsulation of the 
kidney. 

3. When pronounced oliguria is associated with a 
poor general condition and signs of uremia and when 
there is complete anuria the best results may be 
expected from early operation. The clinical aspect 
of the case will be the most reliable guide as to the 
time to operate W. A. BRENNAN.’ 


Davis, C. H.: The Nausea and Vomiting of Preg- 
nancy. Wisconsin M. J., 1920, xviii, 514. 


The author states that undoubtedly the metab- 
olism is disturbed in every pregnancy. In the 
study of cases of the nausea and vomiting of preg- 
nancy the causes given by text-books should be 
kept in mind and when found should be corrected 
as a part of the general treatment. Davis’ plan of 
treatment includes: (1) a carefully taken history, 
(2) drainage of pus collections, (3) gynecological 
care to correct pathological conditions such as uter- 
ine displacements, cervical erosions, etc., (4) in 
severe cases, rest in bed and an anti-acid diet high 
in carbohydrates and low in fats and proteids, and 
(5) alkalinization of the system by alkaline waters. 

In the use of medication Davis has not noted 
any benefit following hypodermic injections of 
corpus luteum. Sodium bromide, however, has been 
found of value. Cases approaching the pernicious 
stage are sent to the hospital where they can be 
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given careful nursing. All food by mouth is stopped 
and 5 per cent glucose solution is given by rectum. 
In very serious cases 20 per cent glucose in triple dis- 
tilled water is given intravenously. W. H. Cary. 


Weymeersch, A.: The Conservative Czsarean 
Operation after Rupture of the Membranes 
(L’opération césarienne conservatrice aprés la 
rupture de la poche des eaux). Rev. franc. de gynéc. 
et d’obst., 1920, xv, 97. 


Several times during recent years the author has 
had occasion to do a cesarean operation after the 
membranes had ruptured. In such cases he chose 
the classical caesarean section in preference to the 
extraperitoneal and supr pubic sections. 

Schauta confined the use of the caesarean section 
to thoroughly aseptic cases with intact ovum or 
with membranes only recently ruptured and not yet 
touched by the hands of the obstetrician. French 
surgeons generally exclude cases in which the 
membranes have ruptured. 

The indications for the operation have been great- 
ly extended, however, by Zarate and others. Zarate 
preserves the peritoneum and external surface of 
the uterus from contamination by the uterine con- 
tents. He surrounds the uterus with sterile com- 
presses, incises through this covering, and inserts 
a Mikulicz drain between the sutured abdominal 
wall and the anterior uterine wall. 

Weymeersch has employed this technique, omit- 
ting the drainage, in five cases. He makes a vertical 
incision and closes the wound in two planes with 
chromic catgut. The results in the five cases were 
not unfavorable. All of the women recovered, but 
two of the infants died. One of the deaths was due 
to prolapse of the cord and the other to ether 
narcosis. Both of the infants were alive at the time 
of operation. 

In the author's opinion the conservative cesarean 
section is applicable to all cases in which the mem- 
branes are ruptured. It is definitely contra-in- 
dicated by fever, evident lack of strict asepsis in 
the manipulations, and a long and exhaustive labor. 

W. A. BRENNAN. 


Irving, F. C.: Czsarean Section under Local 
Anesthesia Combined with Morphine and 
Scopolamine Narcosis. Boston M. & S. J., 1920, 
clxxxii, 578. 

Cesarean section under local anesthesia com- 
bined with morphine and scopolamine narcosis is a 
very valuable and successful method of effecting 
delivery in some of the graver complications of 
pregnancy. Such complications include cardiac 
disease in which there have been attacks of de- 
compensation, diabetes, nephritis, cardiorenal dis- 
ease, pulmonary tuberculosis, and bronchial asthma. 
In general, the operation finds its application in 
cases in which the pain and physical exertion of 
labor, the possible shock of an operative pelvic 
delivery, and the danger of a general anasthetic 
are to be avoided. 
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Sufficient time must be allowed for both the 
general medication and the local anesthetic to act. 
Deliberate operating with studious avoidance of 
roughness is essential to success. 

For purposes of treatment patients with heart 
disease during pregnancy may be divided into two 
classes: (1) those who have never suffered a break 
in compensation, and (2) those who have. Asa rule 
the first class may be treated under constant ob- 
servation during pregnancy along general medical 
lines. Provided there is no malposition or no dis- 
proportion between the baby and the pelvis, such 
patients may be allowed to go into labor and to 
complete the first stage. The use of morphine and 
other sedatives, except chloral, during the period of 
dilation is advisable in order to make labor as easy 
as possible. After full dilation of the os the foetus 
should be extracted with forceps under either 
anesthesia in order that the muscular effort of 
expulsion may be avoided. 

The author agrees with Newell that women with 
cardiac conditions should be delivered near term by 
section unless it appears probable that the first 
stage will be short and easy. 

The second class of cases of cardiac conditions 
are more difficult as death may occur days after the 
completion of a successful labor. Irving advocates 
re-establishing broken compensation near term 
before doing a section, but states that if a break 
occurs early in the pregnancy the pregnancy should 
be terminated. 

Brigham believes that in all cases of myocardial 
disease without valvular lesions which do not respond 
to digitalis the pregnancy should be terminated. 

The chief objection to cesarean section is that it is 
followed even more frequently than most laparoto- 
mies by intestinal distention and dilation of the 
stomach, both of which, but particularly the latter, 
may prove disastrous to an already embarrassed 
heart. These complications may be prevented by 
attention to three details: 

1. The use of the low abdominal incision, entirely 
below the umbilicus. When the incision is made in 
this way the stomach and intestines do not come into 
the field at any stage of the operation. 

2. The close approximation of the uterus to the 
abdominal wall by two assistants exerting firm 
pressure exteriorly against the patient’s sides until 
the uterine contents have been completely evacuated. 
By this procedure the spilling of liquor amnii and 
blood into the peritoneal cavity is largely prevented. 

3. The avoidance of gauze packs, either wet or 
dry. 

The technique of operation is simple but careful 
attention to detail is of the utmost importance. 
In the author’s cases no preliminary cathartic is 
given. The patient receives a low enema the 
morning of the operation. The ears are plugged with 
cotton to keep out sounds. While she is still in bed 
(if possible, her room should be on the same floor as 
the operating room) she is given '/6 gr. of morphine 
and 1/202 gr. of scopolamine subcutaneously. The 

















morphine is not repeated. The same dose of scopola- 
mine is repeated at forty-minute intervals until the 
patient is quiet and dozing. Three doses of scopola- 
mine are usually necessary to produce the desired 
result, but as much as is required should be given. 
When the patient is in the condition desired, a 
folded towel is placed over her eyes and she is 
transported gently and quietly to the operating 
room. The operation is begun when she is asleep, 
never before. Just before the operation a final « /200 
gr. dose of scopolamine is administered to carry on 
the narcosis. No talking is permitted in the operat- 
ing room, and the rattling of instruments and basins 
is carefully avoided. A nurse sits by the patient’s 
head and takes her pulse at regular intervals. 
Speaking to the patient is absolutely forbidden. 
She lies upon the operating table without any 
restraint whatever. 

When the patient is asleep the routine infiltration 
of r per cent novocaine or procaine is given, and a 
gentle cesarean section is performed. In closing the 
uterus, it is removed from the abdomen and support- 
ed with hot towels. EUGENE Cary. 


LABOR AND ITS COMPLICATIONS 


Olow, J.: The Surgical Methods of Dilating the 
Cervix during Pregnancy and Labor (Sur les 
procédés chirurgicaux de dilatation du col utérin 
pendant la grossesse et l’accouchément). Gynéc. 
et obst., 1920, i, 131. 

Olow discusses section of both walls, section of 
the anterior wall alone, and section of the posterior 
wall with opening of the pouch of Douglas. He 
believes that the complications incident to each of 
these methods should be considered before a choice 
is made. The opening of the peritoneal cavity is a 
complication of the greatest gravity and outweighs 
the extraperitoneal character of the vaginal cesarean 
section. Lesions of the bladder, which are apt to 
occur in the anterior hysterotomy, may also be very 
dangerous if they cannot be repaired. These lesions 
are produced both during the surgical phase of the 
operation and during the extraction of the foetus. 
During the extraction tears occur in the cervix or 
vagina and extend into the bladder or peritoneum. 
The method of dilating to be used, therefore, should 
be the one in which there is the least danger that 
tears will be enlarged by ruptures. This cannot be 
determined from our present knowledge as the 
majority of such ruptures are unrecognized and 
consequently not reported. 

By marking the upper limit of the cervical 
incision before version of the foetus in his own cases 
Olow found that rupture occurs often but he has not 
sufficient data to say definitely which method is the 
most satisfactory. 

Duehrssen rejects all other operations after 
hysterotomy except version and podalic extraction 
but Olow does not see the reason for this. The 
circumstances under which vaginal cesarean section 
is practiced most frequently impose delivery by this 
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method, but if the head is fixed and the membranes 
are ruptured, forceps extraction is evidently the 
method of choice as under such circumstances 
version might be a very risky procedure. The fact 
that the delivery channel has been widened with a 
cutting instrument does not alter the indications for 
forceps extraction but makes greater gentleness 
necessary. 

The manual removal of the placenta followed by 
tamponade of the uterine cavity. which has been 
adopted by some operators, seems to Olow dogmatic. 
Usually spontaneous detachment may be expected 
and drainage of the uterine cavity by a rubber or 
glass cannula is preferable. 

Olow believes that cervical dilatation is within the 
power of every practitioner and states that the 
instrumentation required is simple. Such an opera- 
tion, a veritable vaginal caesarean section, may often 
save life. 

.In his own practice Olow begins with a col- 
poperineorrhaphy if the vulva is narrow and the 
vagina long. He cuts the anterior lip as far as the 
vaginal vault and continues the section for some 
centimeters on the anterior vaginal wall. A specu- 
lum is then inserted and the bladder displaced with 
the finger. Section of the cervical wall is continued 
until the peritoneum of the vesico-uterine sac 
is seen. If the opening is then sufficient, extraction 
is continued, but if not, either the incision of the 
anterior wall is lengthened obliquely or a new 
incision on the posterior wall is made. The upper 
ends of the incisions are marked with catgut sutures. 
Generally the extraction is effected by the foot 
after version but in some cases the forceps are used. 
If haste is necessary the Credé method may be 
employed in the extraction of the placenta. 

W. A. BRENNAN. 


PUERPERIUM AND ITS COMPLICATIONS 


Balard, P.: The Value of the Minimum Pressure in 
the Prognosis of Severe Puerperal Hemorrhage 
(La valeur de la pression minima comme élément de 
pronostic des hémorrhagies graves de la puerp‘ralité). 
Rev. frang. de gynéc ct d’obst., 1920, Xv, 154. 
According to Balard, the different methods of 
judging the gravity of obstetrical hemorrhages fail 
in actual practice because they do not give sufficient- 
ly definite indications as to the need for transfusion. 
In the sudden hemorrhages of deivery and in 
hemorrhages due to a viciously inserted placenta 
the persistence of the necessarily lowered pressure 
renders the prognosis very grave. Observations 
of the maximum pressure are not a satisfactory 
index of the patient’s condition but observations of 
the minimum pressure make it possible to judge the 
condition of the circulatory system correctly. 
Three cases are reported in detail. In the first, 
which terminated in death, oscillometry registered 
pulsations which were not perceived with the finger. 
The minimum pressure was 5 cm. Hg. a half hour 
after general treatment with cardiac tonics was 




















































320 


begun. In the other two cases, which were followed 
by recovery, the minimum did not fall below 7 cm. 
Hg. but there were very decided variations in the 
maximum pressure. In the author’s opinion 5 cm. 
Hg. represents the extreme limit of low pressure 
at which circulation is assured. W. A. BRENNAN. 


NEW-BORN 


Holltz, E.: The Diphtheria Endemics of the New- 
Born in Obstetrical Clinics and Their Signifi- 
cance (Die Diphtherie-ndemien der Neugeborenen 
in den Frauenkliniken und ihre Bedeutung). Zen- 
tralbl. f. Gynaek., 1920, xliv, 195. 


The author discusses the various views expressed 
in the literature regarding the origin of the antitoxin 
found in the blood of the new-born. According to 
Wassermann, this antitoxin is derived from the 
mother as most adults have antitoxic substances in 
their blood. In Roemer’s opinion, the child obtains 
the antitoxin in the mother’s milk. Eich reports 
that 84 per cent of the new-born possess antitoxin 
against diphtheria. Arnim has called attention to 
the endemic nature of this disease in obstetrical 
clinics, and Blochmann, Eich, Kirstein, Freund, and 
Wiegels have reported numerous such endemics. 

The author reports an endemic which occurred 
in the Koenigsberg obstetrical clinic in March, 1918. 
In some cases snuffling and the formation of a mem- 
brane on the septum and lower turbinates were the 
only clinical symptoms. Of 219 children, 76 (35 per 
cent) gave a positive reaction. 

The infection may have its origin in carriers in 
the clinic, carriers among the visitors, infected 
infants brought to the clinic, the maternal vagina, 
and patients in the clinic. Cases in which the in- 
fection was derived from the maternal vagina have 
been reported by Broer and Roethel. If more than 
one epidemic occurs in the same clinic it may be a 
re-awakening of an old infection. To overcome such 
endemics strict isolation is necessary. Not in- 
frequently the diphtheria bacilli are found in persons 
without the slightest trace of the disease, but as 
these carriers may be dangerous to others systematic 
examination of the mothers and nursing staff is 
essential. VorSCHUETz (Z). 


Reed, C. B.: The Postmature Child. Surg., Gynec. 
& Obst.. 1920, xxx, 589. 


This article is based on the following facts: 

1. The actual duration of pregnancy has not 
been established and estimations are never more 
than approximations. 

2. Gestation is frequently abbreviated or unac- 
countably prolonged. 

3. The prolongation of pregnancy is a definite 
factor in the production of the postmature child. 

4. Postmature babes are usually, though not 
necessarily, large and fat, weighing 4,000 gm. or 
more. 

5. Probably from 6 to 8 per cent of pregnancies 
are prolonged (Parvin) and 71.8 per cent of all 
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babies weighing over 4,000 gm. are postmature 
(von Winckel). 

6. A possible etiological factor may be found in 
the large and functionally strong placenta which 
are usually associated with large babies. 

7. Large babies lose much weight rapidly and 
therefore have no advantage over smaller babies. 

8. Asa basis for the calcu‘ation of the proper end 
of gestation foetal maturity is safer and more certain 
than the menstrual history, the date of a known 
coitus, or the date of quickening. 

9. Foetal maturity, although fundamentally 
bound up with organic perfection, is in reality asso- 
ciated with reasonably stable objective character- 
istics the most important of which are the length, 
the weight, and the head diameters. 

For completeness the author refers briefly to the 
dangers which attend the birth of a large or post- 
mature child. As soon as the weight of the child 
passes 4,000 gm. the difficulties of labor tend to 
become serious. When after repeated examinations, 
the obstetrician is assured that the child is suffi- 
ciently mature to begin extra-uterine life easily. it 
is not necessary for the pregnancy to be prolonged 
further. This condition may readily eventuate two 
weeks before term, or exactly at the fortieth week. 
If the child is small, however, it may be best for the 
pregnancy to continue beyond the fortieth week. 

The most conspicuous features of maturity must 
be sought in the perfection of the various organs, the 
length and weight of the foetus, and the diameters of 
the foetal head. The child’s length and weight and 
some of the diameters of the head are the only 
characteristics which can be determined by external 
measurement and therefore those upon which a 
diagnosis of maturity im uferocanrest. Fortunately 
they are sufficient. 

The child’s length can be obtained by the famil- 
iar method of Ahlfeld. In the author’s cases the 
antepartum measurements tallied exactly with the 
postpartum findings in 37 per cent, varied 0.5 cm. 
or less in 24 per cent, and varied less than 1.5 cm. in 
29 per cent. None of these differences was great 
enough to interfere with the diagnosis seriously. 
The author regards the procedure of great diagnos- 
tic value. Its simplicity is also in its favor. One 
tip of the pelvimeter is placed under the upper fold 
of the genital crease and pushed upward until it 
rests on the upper edge of the symphysis. The other 
tip is placed on the most distant point of the opposite 
pole of the child (head or breech) which has been 
located previously. From the scale reading 2 cm. 
are deducted to allow for the thickness of the ab- 
dominal walls The result is multiplied by 2. 
The product is the child’s length. The child’s size 
is merely another name for its weight. This infor- 
mation is obtained by means of McDonald’s 
manceuvre, which measures the height of the fundus. 
On the basis of large masses of material Varnier, 
Spiegelberg, and others have stated that the fundus 
uteri should be 33 cm. above the symphysis when 
it contains a mature child at term. 




















McDonald takes 35 cm. as the standard and 
predicates that this height is attained when the 
uterus holds a mature foetus weighing 3,300 gm. 
(7% lb.). The weight of the child is increased or 
diminished by 200 gm. for each variation of 1 cm. 
in the height of the fundus. The author states that 
so far as maturity is concerned he has not been 
disappointed with this procedure. The weights, 
however, do not always conform to the estimates. 

The diameters of the foetal head are obtained by 
Perret’s method which takes the occipitofrontal 
diameter directly and derives the biparietal from it 
by deductions which have been worked out on a 
scale of variables. 

Perret planned at first to measure the occipito- 
frontal diameter as it lies across the pelvic inlet and 
then deduct 2.5 cm. to obtain the biparietal diame- 
ter. The results, however, were not as reliable as 
desired. Stone then advised the omission of an 
allowance for the thickness of the abdominal walls. 
McDonald, recognizing the fact that the biparietal 
diameter must vary with the occipitofrontal diame- 
ter, devised a scale of deductions. This scale, which 
the author has used in his series of cases with a 
trifling addition, is as follows: 


To obtain the biparietal diameter from the 


Occipitofrontal of... . 12 cm. deduct 2.5 cm. 
. ae ms * 2.25 * 
x 3 ag * - 
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The occipitofrontal poles are engaged between 
the tips of the fingers by deep pressure into the inlet 
on both sides of the pelvis. An assistant then 
measures the distance between the ends of the finger 
tips with the pelvimeter. The result is compared 
with the scale and the proper deduction made. 

In the author’s series of cases the measurements 
of the occipitofrontal diameter antepartum tallied 
exactly with the postpartum control in 4o per cent. 
It was within .o25 cm. in 34 per cent, and within 
0.5 cm. in 24 per cent. In 2 per cent it varied by 
1.0 cm. 

The biparietal diameter obtained from the 
measurements given was exactly the same as the 
postpartum findings in 36 per cent, within 0.25 cm. 
in 31.7 per cent, within 0.5 cm. in 25.8 per cent, and 
within 1.0 cm. in 5. McDonald’s results were even 
better. In the author’s experience, the estimation 
of the foetal size and head diameters is far more 
reliable than the determination of the pelvic diame- 
ters by the usual procedures. 

If the child is mature and the pelvis not seriously 
contracted, the induction of labor may be delayed 
for several days or a week. 

The induction may be brought about easily, 
safely, and expeditiously by castor oil and quinine 
or the Voorhees bag, or by both. Castor oil and 
quinine are effective in possibly 2 cases out of 5 but 
the Voorhees bag is always dependable. 

C. H. Davis. 











ADRENAL, KIDNEY, AND URETER 


Serés, M.: The Surgical Anatomy of the Renal 
Pelvis and Calyces (Anatomfa quirdrgica de la 
pelvis renal y cAlices). Prog. de la clix., Madrid, 
1920, Vill, 125. 

The author’s review of the surgical anatomy of 
the renal pelvis and calyces precedes a discussion 
of the indications for, and the technique of, pyeloto- 
my and nephrotomy for the extraction of renal 
calculi. His descriptions are based upon a study 
of numerous pyelograms, metal casts, and dissec- 
tions made while he was Professor of Urology in 
the University of Seville. 

The normal pelvis is almost triangular or funnel 
shaped. The widest part just within the hilum 
presents an unbroken posteromesial surface, while 
the opposite side directed toward the renal sub- 
stance is interrupted by the subdivisions of the 
pelvis. Normally very little urine accumulates 
here so that the region may be readily distended by 
injections in pyelography. The form of the renal 
pelvis depends upon the disposition and ramifica- 
tions of the calyces, and upon this basis there are six 
types: 

Type 1. The typical pelvis. The typical pelvis is 
that which is divided into an upper and a lower 
segment, the calyces majores. Three principal 
divisions are often encountered however, and are 
regarded as normal. The superior major calyx 
is longer and more nearly a prolongation of the 
pelvis. The inferior calyx is shorter and larger 
and directed horizontally toward the inferior pole. 
When a third major calyx is present it joins the 
inferior calyx more frequently than the superior 
calyx. 

Type 2. The branched pelvis. In the branched 
pelvis, which is next in order of frequency, there 
are three major calyces each emptying into the pelvis 
separately. The central calyx may be double, each 
part emptying separately into the pelvis. In this 
case the calyces are not all in the same plane, one 
of those in the center being directed anteriorly 
and the other posteriorly. A case of five calyces 
entering separately into the pelvis has never been 
observed, nor a case of complete absence of the 
pelvic cavity in which the ureter could be regarded 
as a direct continuation of the calyces. 

Type 3. Hemipelvis. Two varieties of hemipelvis 
have been observed, the inferior and the infero- 
medial. The hemipelvis inferior consists of a very 
large inferior calyx receiving many secondary cal- 
yces and a smaller superior calyx. The inferomedial 
hemipelvis represents a fusion of the inferior and 
medial major calyces. The form of the pelvis is 
somewhat rectangular. 
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Type 4. Ampullar pelvis. This type represents a 
more or less complete fusion of the major calyces 
producing a pelvis of large volume into which 
secondary calycesempty directly. It occupies almost 
the entire renal sinus. 

Type 5. Infantile pelvis. The infantile pelvis 
is a rare form in which the original infantile type 
persists. It is of slight development and ramification 
and but little differentiated from the ureter. 

Type 6. A principal pelvis with secondary pelves. 
In this type secondary calyces unite to form second- 
ary pelves somewhat dilated and poorly developed 
which in turn unite to form a poorly developed 
primary pelvis. 

The renal pelvis lies normally partly within and 
partly without the renal sinus. It is the extrasinual 
portion upon which pyelotomy is performed. There 
are cases, however, in which the renal pelvis is 
situated entirely within the sinus and others in 
which it is entirely extrasinual, depending upon 
the form and ramifications of the pelvis and the 
form and size of the renal sinus. If there are many 
ramifications and especially if they begin near the 
termination of the ureter, the pelvis is located out- 
side of the kidney, while if there is little branching 
and the pelvis is underdeveloped, it is more apt to 
be situated within the sinus. 

The most important relation of the pelvis to 
surrounding structures to be borne in mind in 
performing pyelotomy is its relation to the renal 
artery and its branches. The renal vein runs in 
front of the artery and therefore is not so closely 
related to the renal pelvis. Usually each kidney 
has only one artery, but not infrequently there are 
two, and in exceptional cases three and four. The 
principal artery passes to the hilum, giving off small 
rami to the adipose tissue, then divides into a 
principal anterior and posterior branch, each of 
which embraces the pelvis and divides into smaller 
rami before entering the renal substance. The 
retropelvic branch is of the most importance in 
pyelotomy. 

The author gives both the anatomical and the 
physiological dimensions and capacities of the 
pelvis. 

The physiological capacity is the amount of liquid 
which may be introduced by ureteral catheteriza- 
tion without evident pelvic tension. The average 
is from 6 to 7 ccm. The anatomical capacity is the 
maximum amount of liquid which may be introduced 
in the postmortem examination and is usually near 
15 ccm. The average physiological dimensions are: 
height, 18 mm., width, 21 mm., and thickness, 
8 mm. Theanatomical dimensions taken from moulds 
are: height, 22 mm., width, 25 mm., and thickness, 
16 mm. W. R. MEEKER. 
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Herrick, F. C.: Resection of Double Kidney. Surg., 
Gynec. & Obst., 1920, xxx, 560. 

The author reports a case of his own, 2 cases 
reported by Rumpel, 1 case reported by Young and 
Davis, and 3 cases reported by Mayo. 

The author’s patient was a woman 18 years of age 
who suffered from attacks of pain in the region of 
the right kidney which were associated with sore- 
ness in the right flank. Physical examination 
showed the right kidney to be movable and tender, 
and pyelography demonstrated the presence of a 
double renal pelvis. A pre-operative diagnosis of 
double kidney on the right side with a hydronephrot- 
ic lower pelvis was made. The kidney was resected 
and the patient made an uneventful recovery. 

The author offers the following conclusions: 

1. Resection of a diseased double kidney or the 
diseased portion of a single kidney may be advisable 
in order to save a necessary amount of kidney sub- 
stance. 

2. The resected end-surface should be covered 
with fatty capsule. 

3. In the literature available only 4 other cases 
of resection of a double kidney are reported. 

H. L. KRETSCHMER. 


Casper, L.: Renal Hzemorrhages, Their Diagnosis, 
Prognosis, Pathognomonic Significance, and 
Treatment (Nierenblutungen, ihre Diagnose, 
Prognose, ihre pathognomonische Bedeutung und 
Behandlung). Med. Klinik, 1920, xvi, 169. 


Not only macroscopic but also microscopic 
hemorrhages are of great significance in the diagnosis 
of renal conditions. In normal urine blood cells are 
seen only occasionally. Whether the blood comes 
from the bladder or the kidney can be decided 
definitely only by means of the cystoscope and the 
ureteral catheter. The extent and the duration of 
the hemorrhage in combination with symptoms and 
signs obtained by other methods of examination 
often lead to the discovery of the causal factor, as 
in nephritis, stone, and tuberculosis. 

There are rare cases of nephritis in which severe 
hemorrhage is the only sign for a long time before 
traces of albumin and casts are found in the urine. 
Hemorrhage due to stone is usually slight. It is 
induced or increased by exertion and disappears with 
rest. Small uric acid stones are not shown by the 
X-ray. In tuberculosis of the kidney the bleeding 
is more marked in the early stages of the condition 
than later. Some cases begin with a severe hamor- 
rhage but usually only small amounts of blood are 
lost. The diagnosis is confirmed by the demonstration 
of the tubercle bacilli and by animal inoculation. 
Every tuberculous kidney shows diminished func- 
tion as soon as hemorrhage occurs. 

In tumors of the kidney hemorrhage is frequently 
the only symptom. It may be profuse and persist 
for a long time, it is not benefited by any therapy, 
and it may stop as suddenly as it began. The func- 
tional tests are of value only when the tumor mass 
infringes upon or destroys the kidney tissue and 
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when the findings on palpation and the cachexia leave 
no room for doubt regarding the diagnosis. To 
confirm the diagnosis in certain cases, however, 
an exploratory operation may be necessary. 

Among the rare causes of hemorrhage are aneur- 
ism of the renal vessels and arteriosclerosis. In the 
so-called essential hematurias—renal hemophilia— 
certain changes are noted but the same variations 
occur in the normal kidney and are not the cause of 
the bleeding. In one case the author found the 
blood in the capsular spaces and in urinary tubules 
which showed no pathologic changes. In such in- 
stances angioneurotic factors must be the exciting 
cause. 

In moderate hemorrhages the cause determines 
the treatment. When the bleeding is due to stone, 
pyelotomy is the operation of choice as nephrotomy 
may be followed by secondary hemorrhage and 
infection of the infarct. In cases of tuberculosis in 
which one kidney is functionating well and in cases 
of tumor of the kidney nephrectomy is indicated. 
Severe hemorrhages can be checked only by opera- 
tion; internal medication is futile. When the hem- 
orrhage is due to nephritis expectant treatment 
should be given as such hemorrhages usually cease 
spontaneously and the nephritis is bilateral even 
when only one kidney bleeds. In renal hemophilia 
intervention is necessary when a renal tumor cannot 
be excluded definitely. If nephrotomy with tampon- 
ade does not suffice, nephrectomy should not be 
postponed too long. Tromp (Z). 


Eisendrath, D. N.: The Diagnosis of Tuberculosis 
of the Kidney. Chicago Med. Rec., 1920, xlii, 225. 


In no other surgical lesion of the kidney are the 
end-results of treatment so satisfactory if the diag- 
nosis is made early as in renal tuberculosis. From 
45 to 60 per cent of these cases, however, are treated 
for months and sometimes for years as cystitis, and 
the underlying tuberculosis remains unrecognized. 

Eisendrath classifies cases of renal tuberculosis 
into 6 general types according to the onset of the 
condition: (1) those in which the symptoms of 
cystitis predominate; (2) those in which the first 
symptom isa more or less severe hematuria; (3) those 
in which the symptoms point directly to the kidney, 
or both renal and vesical symptoms are combined; 
(4) cases of apparently acute onset characterized by 
chills, fever, and local symptoms resembling those of 
ordinary pyogenic infection of the kidney; (5) so- 
called ‘‘silent’’ cases in which loss of weight and 
strength and indefinite lumbar or abdominal pain 
are usually associated with the presence of a tumor 
in the region of the kidney (closed pyonephrosis) ; 
and (6) those in which the appearance of a peri- 
nephritic abscess is the first symptom. 

Case reports illustrating these various types are 
given. The possibility of renal tuberculosis must 
always be considered whenever one of the groups of 
clinical symptoms described is noted. Only by a 
most thorough study of the entire urinary tract is 
it possible to exclude other forms of renal infection. 








The more important data upon which a diagnosis 
of renal tuberculosis may be based are: 

1. Bladder symptoms. These consist of increased 
frequency of urination at first at night, but later also 
during the day; painful urination which is con- 
comitant with the increased frequency and gradually 
becomes more marked; and great irritability or 
incontinence. 

2. Kidney symptoms consisting of a dull ache or 
recurrent colicky pains on the affected side or, in 
cases of bilateral involvement, on both sides. 

3. Fever. Asarule the fever is slight unless there 
is a mixed infection or sudden retention. 

4. Urinary findings such as pyuria, hematuria, 
and the presence of tubercle bacilli in the urine. In 
closed pyonephrosis, however, neither pyuria nor 
tubercle bacilli will be found. In open pyonephrosis 
the bacilli can be demonstrated in about 80 per cent 
by the Forasell or Crabtree method. 

5. Cystoscopy and ureteral catheterization. This 
is the most important single method of diagnosis. 

6. Pyelography and X-ray examinations. These 
should be routine in all cases as they give much 
valuable information as to changes in the renal 
pelvis and parenchyma. Joun P. O’NEt. 


Tardo, G. V.: A Rare Case of Renal Calculus (Su di 
un raro caso di calcolosi renale). Policlin., Roma, 
1920, xxvii, sez. chir., 145. 

The author’s case was that of a man 38 years of 
age. The stone, which weighed 804 gr., was the 
largest that has ever been removed. 

The calculus had been present from the patient’s 
birth. For twenty years the condition had been 
aseptic but during the last eighteen years there 
had been urinary infection. This infection was so 
slight, however, that it had not caused any de- 
struction of the kidney substance and had remained 
localized in the renal pelvis. The cortex of the calcu- 
lus was of a very peculiar chemical composition, 
being made up of nearly pure ammonium magnesium 
phosphate. 

The kidney showed chronic interstitial nephritis, 
which was localized in certain zones of the parenchy- 
ma and compensatory hypertrophy. The evolution 
of the sclerosis was as follows: (1) perivascular 
inflammatory infiltration; (2) the formation of 
new tissue which at first was connective tissue 
and later fibrous; (3) the formation of chronic 
inflammatory vascular lesions (proliferating end- 
arteritis and peri-arteritis) ; (4) sclerosis and hyalini- 
zation of the glomeruli in the regions in which the 
vascular changes were most pronounced; and (5) 
atrophy of the renal tubules consecutive to the 
glomerular lesions or to strangulation caused by the 
augmented or sclerosed connective tissue. 

The chronic interstitial nephritis due to the 
calculus was of the hematuric type. Because of the 
chronic inflammation the pelvis and calices showed 
muscular hypertrophy, cellular hypertrophy in all the 
strata, metaplasia and keratinization of the covering 
epithelium, and proliferation of the mucosa in 
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papillary form (polypous pyelitis). There was 
also a limited cystic pyelitis. The changes in the 
mucosa of the pelvis were very similar in type to those 
caused by certain pelvic neoplasms. 

The patient was operated upon under local 
anesthesia. The right kidney was exposed through 
a lumbar incision and incised longitudinally. It 
was then removed. The patient made an excellent 
recovery. W. A. BRENNAN. 


Fraser, J.: Adenosarcomatous Tumors of the 
Kidney; A Clinicopathologic Study. LEdin- 
burgh M. J., 1920, n. s. xxiv, 372. 

The author has seen 7 cases of kidney tumor in 
children. The youngest child was 1 month old 
and the oldest 61%4 years. A review of the histories 
of 85,0co hospital cases showed that there was no 
case of renal tumor ina child older than 7 years. 
The tumors occurred with equal frequency in both 
sexes and on both sides. In 1 case there was bi- 
lateral involvement. 

The symptoms are consiipation, hematuria, 
distention of the abdomen, and enlargement of the 
superficial abdominal veins. Hematuria is a rare 
symptom and occurs only in the earliest stages of 
the disease. It is due to destruction and obliteration 
of the kidney pelvis by the tumor. 

Pathologically renal tumors show six types of 
tissue: (1) true renal tissue; (2) ancinar or adeno- 
matous tissue; (3) sarcomatous tissue; (4) non- 
striped muscular tissue; (5) connective tissue; and 
(6) vascular tissue. The blood supply is very 
meager. The growths are ovoid and contain a 
sarcomatous mass in the center surrounded by 
sarco-adenomatous tissue and then by adenomatous 
tissue. At either pole is relatively normal kidney 
tissue. In the author’s opinion the muscle tissue 
in the tumor is derived from that of the normal 
kidney pelvis. 

Constipation in cases of renal tumor results from 
the encroachment of the growth on the colon and 
interference with the colonic blood supply. There 
may be mechanical interference also with the 
duodenum. 

The treatment indicated is early operation by the 
transperitoneal route with the patient in the 
Trendelenburg position. V. D. Lesprnasse. 


Chute, A. L.: Secondary Nephrectomy. /nternat. 
J. Surg., 1920, xxxiii, 186. 

The number of secondary nephrectomies is 
increasing with the increase in conservative kidney 
surgery. In reviewing 20 cases of secondary nephrec- 
tomy, Chute divides such cases into two classes: 
(1) those in which the nephrectomy was deferred 
in order to diminish the risk, and (2) those in which 
a nephrectomy was not intended at first but became 
necessary later. 

The first class includes cases of suppuration of the 
kidneys so toxic that the patient might not stand 
the shock of nephrectomy. In such cases primary 
drainage and secondary nephrectomy resemble the 
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two-stage operation for prostatitis. Chute per- 
formed a two-stage nephrectomy in cases of pyo- 
nephrosis, renal stone, tuberculosis, perirenal ab- 
scess, and hydronephrosis, and is convinced that the 
mortality would have been much higher if a primary 
nephrotomy had been done. 

The second class of cases requiring secondary 
nephrectomy represent errors in diagnosis and 
judgment and include cases of recurrent stone, 
urinary sinus, colicky pain due to adhesions to the 
colon, and pyelolithotomy. When a kidney con- 
taining a stone is already infected, or infection is 
imminent, an incision through the cortex gives 
better drainage than an incision through the pelvis. 
The recuperative power of the kidney given ade- 
quate drainage is remarkable. The pelvis incision 
favors recurrence of stone, progression of renal 
infection, and the persistence of fistula, all of which 
will render a secondary nephrectomy necessary. 

A stone in the lower end of a disused ureter gives 
no trouble. 

There is no standardized technique for secondary 
nephrectomy but the operation becomes more 
difficult as the time elapsing after the primary opera- 
tion becomes greater. The sinus should be clamped, 
tied, treated with iodine, or plugged, and the scar 
excised. When a tumor is present the rectal incision 
gives good approach. The pedicle should be ligated 
by a ligature passed though it on a needle, and if 
necessary a clamp should be left on the pedicle for a 
week. It is not necessary to take out the ureter. 

The chief danger in secondary nephrectomy is the 
danger of tearing into the colon, diaphragm, peri- 
toneum, or vena cava during the separation of 
adhesions. 

In the postoperative treatment intestinal dis- 
tension may be relieved by enemas given several 
times a day, and nausea overcome by large infusions 
of salt solution or transfusion if much blood has 
been lost. B. F. Router. 


Fowler, O. S.: Differential Diagnosis of Ureteral 
Obstruction from Lesions of the Abdominal 
Organs. Colorado Med., 1920, xvii, 159. 


The author emphasizes the importance of posi- 
tively excluding lesions of the kidney before resort- 
ing to exploratory abdominal operations. He cites 
cases in which the appendix, gall-bladder, ovaries, 
tubes, and uterus were removed and the causative 
factor of the condition was later proved to be a ure- 
teral obstruction or a lesion in the kidney. 

A negative urine does not prove the absence of a 
lesion of the kidney nor does a negative X-ray plate 
for stone exclude such a lesion when there is pain 
simulating that caused by stone. X-ray plates made 
following injections and with the patient lying prone 
have no value except to determine the presence of 
stone and severe lesions of the kidney. 

In the author’s opinion “‘chronic appendicitis”’ is 
more or less a misnomer and the condition to which 
it is applied can be diagnosed only by exclusion, 
chiefly of lesions in the right kidney. 
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Fowler has performed nearly two hundred nephro- 
pexies by the use of fascia as described seven years 
ago and has obtained most gratifying results. The 
Edebohl operation he believes is inadequate and 
usually leaves the associated constipation worse 
than before. T. F. Finecan. 


Wade, H.: The Diagnosis and Treatment of Cal- 
culus in the Pelvic Portion of the Ureter. 
Edinburgh M. J., 1920, n. s. xxiv, 392. 


The author points out that there is a definite 
etiological relationship between diminished fluid 
intake, excessive perspiration, and the formation 
of urinary calculi. The symptoms due to stone in 
the ureter are vomiting and pain situated usually 
in the lumbar muscles or the epigastrium. Radia- 
tion of pain to the penis and testicles is rare. In 
50 cases treated by the author tenderness was pres- 
ent in the lumbar region or well out on the sides of 
the abdomen and there was frequency of urination. 
The urine contained blood during acute attacks 
and crystals constantly. In many cases enlarge- 
ment and prolapse of the kidney on the affected 
side was found. 

Six of the 50 cases wefe operated upon; 2 by 
means of intravesical forceps, 2 by suprapubic 
cystotomy, and 2 by suprapubic opening of the 
ureter. In regard to the treatment the author states 
that the patient should be instructed to drink large 
amounts of water and all intravesical methods of 
removing the stone should be tried before resort is 
had to abdominal operation. V. D. LEesprInasse. 


Crowell, A. J., and Thompson, R.: Further Obser- 
vations on the Technique of Removing Ureteral 
Calculi without Operation. South. M. J., 1920, 
xiii. 446. 

The authors’ method of dislodging recently 
impacted stones in the ureter is as follows: 

A bismuth catheter is inserted into the ureter 
until it meets with the obstruction. An X-ray pic- 
ture is taken to determine definitely whether the 
obstruction is a stone and to ascertain its size and 
location. (Ureteritis, ureteral stricture, ureteral 
kink, and pressure on the ureter often simulate 
ureteral stone.) Two cubic centimeters of a 2 per 
cent solution of cocaine or procaine are slowly in- 
jected into the ureter at the site of impaction. In 
this way the ureteral spasm is relaxed so that as a 
rule the catheter may be passed beyond the stone 
in a few moments. 

Another cubic centimeter or two of the anesthetic 
is then injected to deaden the sensation further. The 
kidney pelvis is then distended with physiologic 
salt solution and sterile olive oil is injected as the 
catheter is removed. By this means the pressure 
above the stone is increased while the muscular 
fibers of the ureter are relaxed and sensation is 
deadened. 

If the eye of the catheter cannot be passed above 
the stone, sterile oil is injected against it with con- 
siderable force to dislodge it, to lubricate the parts, 
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and to dilate the ureter below the obstruction. The 
patient is given morphia and instructed to drink 
water freely. The procedure is repeated every second 
or third day, the size of the ureteral catheter being 
increased at each treatment. Frequently a No. 11 
stoppered catheter is inserted and left in situ for 
hours. This is especially beneficial when it is im- 
possible to pass by the stone and the obstruction to 
the secretion is incomplete. 

In the authors’ experience the average number of 
treatments necessary to remove the calculus was 7, 
the minimum number was 3, and the maximum 
number 11. V. D. LEsPINAsSsE. 


BLADDER, URETHRA, AND PENIS 


Day, R. V.: Contracture of the Bladder Neck and 
Other Obstructions. California Stale J. M.., 
1920, xviii, 158. 

The author believes that there are four feasible 
and successful methods of treating median bar con- 
tractures of the bladder neck: 

1. Young’s classical punch operation through the 
intact bladder and urethra. 

2. MacGowan’s modification with the bladder 
opened suprapubically or an incision through the 
prostatic, membranous, or bulbous urethra (usually 
the prostatic). 

3. Bugbee’s high-frequency current method. 

4. A method devised by the author and de- 
scribed Nov. 20, 1915, in the Journal of the American 
Medical Association. At the time this method was 
first reported the technique was somewhat crude, 
but the development of special electrodes has made 
the procedure more simple and accurate in the hands 
of the experienced urologist and in selected cases. 

At the hospital Day invariably does the punch 
operation by the open method, almost always with 
a suprapubic opening. He uses this method also in 
private practice if the patient is not a good risk as 
to lungs, heart, and kidneys or if he is sensitive. 
In the cases of strong patients he prefers the original 
punch operation of Young through an intact urethra 
and a closed bladder. Bugbee’s cautery has very 
definite advantages but has also the disadvantage 
that it may be followed by recurring epididymitis, 
urinary fever, and occasionally by bleeding. 

The author’s method is precisely the same as the 
original punch operation except that the bar pro- 
jecting into the fenestrum of the punch is needled 
with a small and especially insulated electrode in 
order to cook it with the high-frequency d’Arsonval 
current and to prevent bleeding after it is punched 
away. After it is cooked it must be punched out be- 
fore the punch can be removed. Young’s light 
carrier is used to illuminate the area in which the 
needling is done, and an electric suction pump is em- 
ployed to keep the field dry and do away with 
reflected light. 

This procedure the author claims is useful when 

_ the bars are thin and is of value for the removal, 
following convalescence, of small obstructions such 
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as the tags of capsules and small pieces of prostate 
which, adhering to the bladder neck or overlooked 
at the time of operation, form a shelf. The so- 
called trap-door obstructions he punches through 
the urethra with the bladder opened suprapubically, 
but if they are small he uses his own high-frequency 
current method through the urethra, leaving the 
bladder intact. 

In conclusion Day claims the advantages of his 
method are that it is followed by an easy con- 
valescence, it removes obstructions thoroughly, and 
it prevents high temperature and tenesmus. 

Louis Gross. 


Perrier, C.: The Endoscopic Treatment of Bladder 
Tumors with the High-Frequency Current 
(Traitement endoscopique des tumeurs de la vessic 
par les courants de haute frequence). Rev. mid. de 
la Suisse Rom., 1920, xl, 313. 


Perrier gives the details of 6 cases of papillomata 
of the bladder treated by electrocoagulation. All 
of the patients were ambulatory and continued 
their occupations, one of them walking 7 miles after 
each treatment. In other cases still under electrical 
treatment a prior cystotomy and ablation of the 
tumor were done because of the size of the growth. 
and the electrical treatment is now being applied 
to the pedicle and smaller nodules. 

In Perrier’s opinion endovesical electrotherapy 
has completely changed the treatment of vesical 
papillomata, and in many cases it obviates surgical 
intervention. W. A. BRENNAN. 


Smith, R. R.: Prolapse of the Female Urethra. 
J. Am. M. Ass., 1920, lxxiv, 1639. 


In making an examination in cases of prolapse of 
the female urethra a thorough examination of the 
meatus urinarius is necessary. When the patient 
is relaxed and is Jying on her back the meatus and 
anterior vaginal wall close to it protrude but little, 
if any, whatever the condition present, and are apt 
to be regarded as quite normal. If the patient 
strains, however, the meatus and the anterior vaginal 
wall back of it bulge forward and roll upward if 
there has been an injury at this point. 

Not infrequently close observation will disclose 
an oedema of these structures. Of greatest im- 
portance is the condition of the meatus itself. The 
mucosa at the lower end of the urethra is seen to 
roll slightly out of the meatus, exposing to view a 
bit of the tender lining of the canal. The meatus 
may be found to be larger than usual, its two small 
lips torn or stretched and offering a very imperfect 
covering for the sensitive membrane within. The 
mucosa is not infrequently the seat of a so-called 
caruncle which is sometimes extremely sensitive. 
When in this condition the patient is up and about 
and when she strains to evacuate the bowel or blad- 
der, the protrusion is produced many times a day. 
If she is asked whether there is tenderness at this 
point and whether she has discomfort there the 
answer will frequently be in the affirmative. The 














passage of urine over a swollen, irritated meatus 
causes a burning sensation. 

At operation the caruncle or protruding mucosa 
is first removed. This should be done with the 
greatest delicacy as the tissue is extremely soft and 
bleeds freely. Occasionally a very fine stitch or two 
on a fine needle is necessary. More important is 
the closure of the meatus to its normal dimensions. 
This is done by making a small denudation, remov- 
ing a bit of the circumference of the meatus, and 
denuding a little of the surface beneath it. The 
placing of the fine chromicized sutures will vary 
according to the requirements of the particular case, 
but there is little difficulty in this part of the 
operation. Following this step a large triangular 
denudation of the protruding anterior vaginal wall 
is done, the base of the triangle being placed as 
high as the under edge of the pubic bone, or slightly 
higher, so that when it is closed by sutures the 
meatus is drawn back to a normal position. The 
stitches, which of course must avoid the urethra, 
are inserted deep enough to obtain a good hold of 
the firm tissue close to the pubic bone. As suture 
material the author generally uses chromicized 
catgut. fHEODORE DRozDOWITZz. 


GENITAL ORGANS 


Hunt, V. C.: Benign Hypertrophy of the Prostate. 
J .-Lance!, 1920, xl, 267. 


The advance which has been made in the manage- 
ment of hypertrophy of the prostate is due not only 
to improvement in the operative procedure, but 
also very largely to the pre-operative and post- 
operative treatment. 

Correlation of embryology and pathology may 
explain the frequency of hypertrophy in some por- 
tions of the gland and its infrequency in other por- 
tions. It has been shown quite definitely that each 
lateral lobe, the middle lobe, the posterior, and the 
anterior lobes develop separately and as distinct 
lobes from evaginations of the prostatic urethra 
with the formation of tubules. At birth, the lateral 
and median lobes have larger and more numerous 
tubules. The posterior lobe has very few, and the 
anterior lobe practically none. Those of the ante- 
rior lobe reach their maximum development at 
about the twentieth week of foetal life, after which 
time they nearly disappear. The initial change in 
prostatic hypertrophy has been shown to occur in 
the epithelium of the tubules of the lobes. There- 
fore it seems logical to assume that hypertrophy 
occurs most frequently in the lobes which possess 
the larger and more numerous tubules. This 
hypothesis may account for the great rarity of 
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hypertrophy in the anterior lobe, its infrequency in 
the posterior lobe, and its frequency in the median 
and lateral lobes. 

Enlargement of the prostate is benign in approxi- 
mately 80 per cent of cases. In the remaining 20 per 
cent the growth is carcinoma which practically 
always begins in the posterior lobe. The enlarge- 
ment produces mechanical obstruction at the vesical 
neck with resultant residual urine, back pressure in 
the bladder and kidneys, and infection. The condi- 
tion is then no longer local, but affects the entire 
urinary tract and the patient’s general condition. 

The advisability, the type, and the time of opera- 
tion should be decided from the amount of local 
or primary change in the prostate, the secondary 
effects of the prostatic enlargement on the entire 
urinary tract, and the patient’s general condition. 
This may be determined by means of a careful physi- 
cal examination and laboratory tests. In estimat- 
ing renal efficiency the phenolsulphonephthalein and 
blood-urea tests are of great importance. 

In the author’s experience immediate prostatec- 
tomy is not advisable when there is more than 2 or 
3 0z. of residual urine or infection of the urinary 
tract. When there is much residual urine, and par- 
ticularly when a large quantity of residual urine is 
associated with infection and pyelonephritis, the 
diminished phthalein and urea retentions are accurate 
criteria of the renal insufficiency. In such cases the 
patient should be prepared for prostatectomy by 
drainage of the bladder effected, if possible, by per- 
manent or intermittent urethral catheterization. 
Suprapubic drainage should be used only when the 
patient does not tolerate the urethral catheter or im- 
prove by its use, in cases in which all the urine is 
residual urine, in cases presenting symptoms of 
uremia, and in cases of chronic retention or severe 
cystitis. The preliminary drainage and irrigations 
should be continued until the patient’s general con- 
dition is much improved and the phthalein and 
blood-urea determinations have approached normal. 
Preliminary drainage of the bladder is the basis of 
successful management. 

The mortality rates of the perineal and supra- 
pubic operations for prostatectomy are low and 
approximately equal. The advantages of the 
suprapubic operation are: (1) it approaches the 
portion of the prostate involved by benign hyper- 
trophy directly; (2) it rarely causes injuries resulting 
in the formation of fistula and incontinence; (3) the 
technique is accurate; and (4) it permits thorough 
exploration of the bladder by sight as well as by 
palpation, such exploration making it possible to 
remove large stones and to deal with diverticula or 
other associated lesions of the bladder. 

















SURGERY OF THE EYE AND EAR 


EYE 


Jackson, E.: Pseudotumors of the Uveal Tract. 
Am. J. Ophth., 1920, iii, 397- 

The author uses the term ‘‘pseudotumors”’ be- 
cause the term “‘tumor” might suggest a malignant 
growth. He discusses tumors of the iris, the ciliary 
body, and the choroid and reports some of his own 
cases and a number of those reported recently by 
others. In his conclusions he emphasizes again the 
necessity for careful tests for syphilis and tuberculo- 
sis in particular. As a rule malignancy may be 
excluded by keeping the lesions under observation 
for a period of several months or years. ‘‘So long as 
the mass does not increase, watchful waiting is 
justified if the eye still retains vision. . . . Fora 
choroidal sarcoma in the first stage the risk from a 
few weeks’ delay until it shows unmistakable pro- 
gress is problematic and scarcely to be weighed 
against the loss of a useful eye on a doubtful diagno- 
sis.’ Jackson suggests that careful drawings be made 
when the case is first seen and compared with the 
subsequent appearance. T. D. ALLEN. 


Green, A. S., and Green, L. D.: An Operation for 
Keratoconus, with Report of Two Cases. Am. 
J. Ophth., 1920, iii, 429. 

Reasoning from the effect of myotics on kerato- 
conus, the authors have come to the conclusion that 
its cause may be too great intra-ocular tension for an 
inherently weak cornea. The object of their treat- 
ment, therefore, is to reduce the tension permanently. 
They use a modification of the Lagrange operation 
for glaucoma. and in this article illustrate the various 
steps by means of nine drawings. The procedure 
is essentially a subconjunctival excision of a piece of 
sclera at the limbus combined with an iridectomy. 
In addition, a canthoplasty is done to overcome the 
excessive pressure of the lids. With the exception of 
the canthoplasty they have used the same operation 
for two years in cases of glaucoma. 

The result of the treatment described is an increase 
in vision and a decrease in the astigmatism. In one 
case the central nebula was greatly improved. 

T. D. ALLEN. 


EAR 


Rich, A. R.: A Physiological Study of the Eusta- 
chian Tube and Its Related Muscles. Bull. Johns 
Hopkins Hosp., 1920, xxxi, 206. 


It is a matter of common knowledge that sudden 


changes in atmospheric pressure may so affect the - 


ear drum ihat its proper functioning is disturbed. 
During the recent war interest in this subject was 
aroused because of the difficulties suffered by avi- 
ators. 


The study reported in this article was begun at 
the suggestion of Howell in order to learn something 
of the action of the eustachian tube in protecting 
the ear drum. The author calls attention to three 
points of fundamental importance in any consid- 
eration of the physiology of the eustachian tube: 
(1) the physiological conditions under which the 
tube is open; (2) the muscles which influence its 
patency; and (3) the innervation of these muscles. 
In this article, however, only the first two of these 
points are considered. 

Rich reviews the literature and describes the 
methods he employed in his experiments in more or 
less detail. His conclusions are as follows: 

Normally the eustachian tubes are closed. They 
open during swallowing, yawning, and sneezing 
reflexes. They exhibit no independent reflex dila- 
tations either periodic or irregular. Normally they 
are not opened by respiratory movements, either 
quiet or forced, and are unaffected by mouth- 
breathing or simple elevation of the soft palate. 

Although a most important function of the eus- 
tachian tube is that of equalizing the atmospheric 
pressure on both sides of the tympanic membrane, 
the mere presence of a disturbed pressure equilib- 
rium brings about no regulatory reflex dilatation 
of the tube, either. independently or through the 
swallowing reflex. When necessary, deglutition is 
done consciously or through habit to restore pres- 
sure equilibrium, but this reflex is never set in 
motion directly by the stimuli arising from tension 
of the tympanic membrane. 

The contractions of the levator palati, the pala- 
topharyngeus, the internal pterygoid, and the supe- 
rior constrictor muscle of the pharynx (each of 
which has been variously described as a dilator or 
constrictor muscle of the eustachian tube) exert no 
influence whatever upon the patency of the orifice 
or lumen of the tube. 

The only muscle which is functionally related to 
the eustachian tube is the tensor palati. Contrac- 
tion of this muscle is always accompanied by a dila- 
tation of the tubal orifice and lumen. There is no 
constrictor muscle of the tube. Relaxation of the 
tensor palati is followed by a passive return of the 
tubal walls to the condition of approximation which 
they normally occupy when at rest. G. E. Betsy. 


Whiting, F.: The Unreliability of Temperature in 
the Otitis of Infants and Children as an Indi- 
cation for the Mastoid Operation. Surz., 
Gynec. & Obst., 1920, xxx, 364. 


Notwithstanding increased temperature and more 
or less convincing local signs Whiting believes that in 
cases of mastoiditis in children operation should be 
postponed until there is a recognizable cedema of 
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the superior posterior segment of the membranous 
portion of the meatus with some infiltration and 
bogginess of the structures about the annulus. The 
dangers and difficulties attending this method of 
choosing the time for operation are more than out- 
weighed by its advantages. 

Of the dangers there is the extremely rare possi- 
bility of intracranial complications such as primary 
jugular bulb thrombosis with no external evidence 
whatever of mastoid inflammation. However, the 
structures between the mastoid cells and dura of 
infants are denser and more resistant than those 
lying between the mastoid and the periosteum. The 
squamomastoid suture is closed only by a fibrous or 
incompletely ossified tissue whereas the inner table 
is comparatively resistant. The incidence of epidural 
abscess in the mastoid cases observed by the author 
was only half as great as that of periosteal abscess. 
The epidural abscess of infancy is not commonly 
associated with such subdural complications as 
sinus thrombosis, cerebral abscess, or leptomenin- 
gitis. The outer surface of the dura only is overlaid 
with exudate and granulations, these constituting 
an effectual barrier against subdural infection. 

Other difficulties attending this method of choos- 
ing a time to operate are the lack of corroborative 
assistance from laboratory methods and the diffi- 
culties of making a differential diagnosis between 
infant mastoiditis and lesser ear affections com- 
monly complicating the diseases of infancy. The 
X-ray fails because the infant cannot be kept still 
and therefore the plate is obscured. Blood counts 
taken on successive days frequently contradict each 
other. The difficulty in making a differential diagno- 
sis between a condition which involves the ear alone 
and conditions in which the ear is involved only 
secondarily is in great part due to the lack of a sub- 
jective history. Among the more common obscure 
ills are bronchopneumonia, central lobar pneumonia, 
influenza, gastro-intestinal disturbances, pyelitis, 
malaria, and the exanthemata. J. D. Coox. 
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Sautter, C. M.: The Technique of the Simple 
Mastoid Operation. NV. York M. J., 1920, cxi, 
1078. 

In the simple mastoid operation all the mastoid 
cells should be exenterated. The technique of the 
operation is discussed under the following head- 
ings: 

1. Preparation of patient. The hair should be 
shaved about the ear for a distance of 3 in., and the 
skin painted with a 50 per cent solution of iodine 
and alcohol and then wiped with 95 per cent alcohol. 
Stray hairs may be held by a narrow adhesive strip 
along the hair line. 

2. Position of operator. The surgeon should 
stand at the patient’s head. 

3. Incision. The incision should be made from 
below upward. When necessary, greater exposure 
may be procured by making a posterior incision at 
right angles to the center of the first incision. 

4. Elevation of periosteum. 

5. Exposure of tip. 

6. Exposure and outlining of triangle to learn 
position of antrum. 

7. Removal of cortex. 

8 Kemoval of tip. 

g. Entering the antrum. 

10. Removal of all cells: (1) tip cells; (2) supra- 
sinus cells posteriorly and straight back from the 
superior canal line; (3) zygomatic cells; (4) infra- 
sinus cells; and (5) postsinus cells. 

11. Exposure of sinus or dura. Such exposure 
should be made at least as large as the little finger 
nail. 

12. Packing with iodoform gauze. 

13. Closure of upper two-thirds. 

14. After-treatment. In the after-treatment the 
outer dressing should be changed the next day 
and the complete dressing on the third day. 
Subsequent daily packings should be _ inserted 
lightly. The wound should be closed in from three 
to six weeks. O. M. Rorr. 








SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Reaves, R. G.: Nerve Blocking for Nasal Surgery. 
J. Am. M. Ass., 1920, Ixxiv, 1514. 


In order to produce anesthesia in either nasal 
chamber only two points need be injected, namely, 
the exit of the nasal nerve from the orbit and the 
region of Meckel’s ganglion. 

To make an injection into the exit of the nasal 
nerve first instil a few drops of 4 per cent cocaine 
into the conjunctival sac to prevent pain when the 
needle is inserted. Then lift the upper lid upward 
and inward by placing the thumb at the inner and 
upper margin of the orbit, telling the patient to 
look outward. Insert the needle through the plica 
semilunaris just below the upper lachrymal puncta, 
directing it slightly inward and upward at an angle 
of about 30 degrees. The needle will soon strike 
the os planum, and when its point is moved up and 
down after it has been inserted about 3 cm. (34 in.) 
it will engage in a groove the anterior end of which 
terminates in the anterior ethmoidal foramen. Here 
the nasal nerve leaves the orbit. Inject about 1 ccm. 
of a 1 per cent solution of procaine. 

To make an injection into Meckel’s ganglion 
brush the hard palate with a solution of cocaine 
along the root of the molars. Place the index finger 
on the hamular process of the internal pterygoid 
plate and bring it forward until a depression, the 
lower end of the posterior palatine canal, is palpated. 
Place the needle at an angle of about 45 degrees 
with the upper teeth and along the second molar 
about '8 in. from its root. This brings it near the 
canal, which it will usually enter easily. When the 
needle is passed upward from 2.75 to 3.5 cm. (1 to 
1'4 in.), its point will be near Meckel’s ganglion. 
Inject from 1 to 1.5 ccm. of a 1 per cent solution of 
procaine. 

The injection of the nasal nerve is a very easy 
procedure. By careful manipulation it can readily 
be told when the needle is engaged in the groove 
near the anterior ethmoidal foramen. The injection 
of Meckel’s ganglion is slightly more difficult. If 
the needle is placed a little too far back, it may 
pierce the soft palate, in which case the fluid will run 
down the nasopharynx. If it is placed forward, it 
may puncture a vessel on the hard palate and cause 
slight bleeding. The second molar is an excellent 
guide for the site of injection if it is borne in mind 
that the canal is close to the margin of the hard 
palate. O. M. Rorrt. 


Ittelson, M. S.: Conservative Nasal Sinus Surgery. 
V. York M. J., 1920, cxi, 1085 

Two types of cases of suppurating sinusitis are 

discussed: (1) those with adequate drainage, and 


(2) those in which drainage is imperfect. Even in 
the latter type conservatism is recommended as 
radical surgery is often disappointing. The author 
writes as follows: ‘‘Our knowledge regarding the 
underlying causes of sinus diseases is constantly 
changing. The accepted mode of procedure today 
will most likely be different tomorrow. Until more 
has been said on the subject and the results are more 
uniform many physicians will feel that the interest 
of the patient is best conserved when they refrain 
from operating until they have to, and then do as 
little as they can.” 

Among the minor surgical procedures which may 
be efficient and are well worth trying are puncture 
and irrigation of the antrum followed later, if 
necessary, by the formation of a larger opening 
with a Faulkner chisel. A high deflection of the 
septum causes the middle turbinate to press on the 
uncinate process or bulla, and thus to close the 
infundibulum. In such cases a submucous opera- 
tion improves drainage and relieves the condition. 
An obstructive bulbous middle turbinate should be 
snared off. Suction, vaccine therapy, and treat- 
ment of the general condition may aid. 

O. M. Rorr. 


Spencer, F. R.: The Treatment of Nasal Accessory 
Sinus Disease, with Special Reference to 
Surgery. Colorado Med., 1920, xvii, 156. 


In the acute cases the author follows the treat- 
ment recommended by Hajek which consists of the 
following: (1) ten-grain doses of aspirin every four 
hours; (2) a sweat bath daily; (3) rest in bed; 
(4) the drinking of large quantities of water; 
(5) thorough cleansing of the intestinal tract; (6) 
light diet. 

When the condition is more severe, local astringent 
applications are used, after which suction is applied 
and in some cases the middle turbinate is infracted. 

In the chronic cases minor surgical work is pre- 
ferred. In maxillary sinusitis the Caldwell-Luc 
operation may be performed after intranasal pro- 
cedures have failed. Mosher’s technique is pre- 
ferred for ethmoidal disease. External surgery is 
rarely indicated in frontal sinus disease, but when 
necessary, Beck’s method is of value. For opening 
the sphenoid, the author uses Andrews’ knives or 
Sluder’s hook. O. M. Rort. 


Reaves, W. P.: Ethmoidal Operations for Pan- 
Sinusitis Opening the Accessory Sinuses— 
Operative Danger Almost Nil, with Good Re- 
sults. Laryngoscope, 1920, Xxx, 28). 


The first step in ethmoidectomy consists of the 
removal of the middle turbinate, the vertical plate 
of the ethmoid with the superior turbinate, and the 
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‘ower half or two-thirds of the ethmoid cells. In 
most cases one or more of the superior ethmoid 
cells which are large enough to enable the operator 
to see the roof of the ethmoid have been opened. 
When he is unable to see the roof of the ethmoid 
he must penetrate to it by gently biting off 
the most pendulous cells, using the probe to see 
that the roof is always higher than the cell that 
is being removed. From this point he must follow 
up the removal of the ethmoid cells forward and 
backward or vice versa by means of a forceps 
adapted to engage the cells which are even higher 
than the nasal roof. 

The forceps must be sharp enough to cut cleanly 
and prevent pulling or stripping of the mucoperios- 
teum. The operator should keep in mind that some 
of the cell attachment is thickened, sometimes 
almost a ridge forming the beginning of the cell 
wall. This is especially true at the juncture of the 
sphenoid and frontal bone forming the roof of the 
ethmoid. Safety in the removal of the high ethmoid 
cells Jies in the use of forceps that are small enough 
not to crowd and sharp enough to cut cleanly, and in 
the removal of the cell proper and not its accessory 
wall of attachment at the roof. A good rule is to 
keep from 2 to 4 mm. from the roof of the cell. 
This will prevent trauma or stripping of the muco- 
periosteum and cracking or perforation of the roof. 

When a pathologic ethmoid is impacted against 
the septum, first remove the middle turbinate and 
enough of the ethmoid cells to probe the sphenoid, 
and then enlarge the sphenoid opening with punches, 
cutting upward and forward. Any ethmoid cells 
extending over the sphenoid and into the posterior 
ethmoid should be removed and a sufficient number 
of the cells should be removed to permit a view of the 
roof of the ethmoid O. M. Rorrt. 


THROAT 


Gwathmey, G. T.: A Method of Anzsthesia for 
Adenoid and Tonsil Work. N. York M. J., 
1920, Cxi, 1065. 


Gwathmey employs gas and oxygen passed over 
anesthol for the induction of anesthesia and gas- 
oxygen-ether to maintain it. His equipment con- 
sists of an electric heater for warming the anes- 
thetic and a vapor mask with Sanford nasal tubes 
or a mouth hook and a Whitehead self-retaining 
mouth gag. 

Anesthol is placed in one bottle of the ether 
attachment. and ether in the second bottle. The 
electric ether heater is placed between the ether 
attachment and vapor mask. The current is turned 
on at least five minutes before the operation is 
begun. Several layers of gauze are placed on the 
vapor mask and a towel wrung out in warm water 
is wrapped around it. One or two drops of oil of 
bitter orange peel are dropped upon the gauze to 
give the patient confidence and to cause him to 
breathe deeply. The induction of anezsthesia is 
begun with nitrous oxide through the third hole 
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and oxygen through the first hole of the sight feed. 
After fifteen to thirty seconds the anesthol is turned 
on gradually. In from one to three minutes the third 
stage of anesthesia has been reached, usually with- 
out a struggling stage. The ether is then turned on 
very gradually. If coughing occurs or there is the 
slightest hesitancy in breathing, the ether is turned 
off again and the anesthesia is continued for a 
short while longer with gas-oxygen-anesthol. The 
anesthol stopcock is never turned on fully but just 
sufficiently to allow a small amount of the gases to 
pass through. After a short time the ether is again 
tried, this procedure being continued until the 
patient is able to breathe gas-oxygen-ether without 
coughing or hesitation in breathing. The anesthol 
is then turned off and the anesthesia continued with 
gas-oxygen-ether. Compared with the closed meth- 
od in which a mask and bag are used, the method 
described is practically an open method in which 
gas oxygen is supplemented by small amounts of 
anesthol or ether. The patient’s skin remains pink 
throughout the procedure and there is no rise in the 
blood pressure at any time. ; 

The change from the vapor mask to nasal tubes 
or mouth hook is not a change from one method of 
inducing anesthesia to another as would be the case 
if a closed method were used. 

The oxygen is increased in amount by allowing it 
to flow through the second hole. When in the case 
of an adult the patient shows signs that the anes- 
thesia is becoming lighter, the anesthol may be 
turned on again for ten or fifteen seconds. In the 
cases of children up to 6 years of age the ether may 
be turned off very shortly after the operation is 
begun, the induction of the anasthesia being car- 
ried through with gas oxygen only, or the gas may 
be turned off and the anaesthesia continued with 
ether and oxygen. 

When the adenoids are being removed the nitrous 
oxide and the ether are turned off and oxygen is 
given through the third or fourth hole. When this 
is done the patient’s skin remains very pink and 
the blood is in the best possible condition for coagu- 
lation. Another advantage’is the fact that the rub- 
ber tubing from the ether container to the mouth 
tube is thoroughly flushed of ether vapor so that the 
next patient will get no unpleasant odors. 

The mouth hook is used when nasal tubes inter- 
fere in any way with the technique of the opera- 
tion. For instance, at one time during the author’s 
work at St. Bartholomew’s clinic the usual technique 
was to place the suction tubes in the throat through 
the nasal passages. The anaesthetic was given 
through the mouth gag. As either the nasal tube or 
the mouth hook is self-retaining, the anesthetist 
is left with both hands practically free and is there- 
fore able to assist the surgeon. 

The technique as outlined is dependent upon 
team work and the synergistic action of the safest 
inhalation anesthetics in common use today, i. e., 
nitrous oxide and oxygen, with small amounts of 
ethyl chloride or anesthol as the initiatory anzs- 





332 


thetic, with nitrous oxide oxygen and ether at a low 
pressure as the terminal anesthetic, a self-retain- 
ing mouth gag of the Whitehead pattern, the use of 
a tongue retractor instead of a depressor, a suction 
apparatus, and sponging, if indicated, the patient 
remaining in the same position as when the induc- 
tion of anesthesia was begun. O. M. Rort. 


MOUTH 


Dachtler, H. W.: Alveolar Infections of Dental Ori- 
gin As Seen by the Roentgenologist. Am. J. 
Roentgenol., 1920, n. s. Vii, 302. 


The diagnosis of alveolar infections of dental 
origin from the roentgenogram frequently offers 
difficulties because of anatomical variations in 
the teeth or mouth and mechanical drawbacks 
encountered in making the films. Single-angle films 
may fail to show abscesses which would be revealed 
in films made from different angles; hence posi- 
tive results are exceedingly valuable but negative 
findings may be misleading. Correct interpretation 
of the film is the all-important consideration and is 
dependent upon the roentgenologist’s judgment 
and experience. 

Infections of the alveolar process produce the 
same changes that are seen in other infected bones 
and are subject to the same processes of bone 
atrophy, absorption, and repair. Infections occur 
ordinarily when a tooth is being devitalized, and 
therefore such a tooth should be carefully watched 
for some time afterward to see that it is not infected. 
Even slight changes extending from the apex up one 
side of the tooth and associated with very little bone 
destruction may be the cause of marked secondary 
manifestations. Partial examination of the teeth 
in medical cases is to be condemned inasmuch as 
patients whose teeth are apparently normal occa- 
sionally have a badly abscessed tooth when there 
is nothing in the history to indicate the condition. 

ADOLPH HARTUNG. 


Erdman, S.: Calculi in the Salivary Ducts: Report 
of Five Cases. J. Am. M. Ass., 1920, xxiv, 1447. 


Calculi forming in the ducts of the salivary glands 
or in the glands themselves are of clinical interest 
because of the peculiarity of the symptoms and the 
frequency of the lesion. The diagnosis may be made 
usually from a carefully taken history of the symp- 
toms, a visual examination of the mouth of the duct, 
and digital exploration of the floor of the mouth and 
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buccal cavity. Roentgen-ray examination is too 
often negative even when calculi are present as the 
technique of making pictures far back in the sub- 
maxillary and parotid regions is very far from per- 
fect. 

The calculi contain both organic and inorganic 
matter. When formed in the duct, they are usually 
oval or olive shaped, but when formed in the gland 
they are round or irregular. In color they are 
usually gray or yellowish, and in consistency they 
vary from hard to soft. Their surface is more often 
rough than smooth and may be grooved longi- 
tudinally. When multiple, the stones may be 
faceted. Asa rule they weigh between 5 and 20 gm. 

In the treatment of this type of case there are 
two methods which may be used after the induc- 
tion of local anesthesia in the vicinity of the duct. 
By one method a probe is inserted and the duct 
spread back as far as necessary to deliver the cal- 
culi. The delivery may require the use of a spoon 
or curette. By the other method a direct incision 
is made through the mucous membrane and into the 
duct at the site of the previously located stone, 
into the distended duct behind the stone, or on a 
probe in the duct. If the stone has slipped back and 
cannot be found, the splitting or incision of the duct 
may be followed by its spontaneous delivery within 
a few days without further intervention. 

A search should always be made for multiple 
stones. The results of treatment are satisfactory if 
the obstruction is removed. Recurrence is very rare 
unless some of the calculus has been left. External 
incisions are seldom indicated. I. W. Bacu. 


Turner, H. W.: Chronic Infective Osteitis of the 
Maxille2 in a Male Aged 40. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Odont., 64. 


Turner reports a case of enlargement of the right 
maxilla in the molar region of twelve years’ dura- 
tion which gradually extended along the whole alve- 
olar region of both maxilla. Examination revealed 
massive hypertrophy of the maxilla confined en- 
tirely to the alveolar region. 

All teeth were removed under general anesthesia. 
After six months the lips and cheeks were less 
stretched and the lines of the face more marked. 

Later large quantities of easily cut, friable, and 
granular bone were removed from the growth. The 
report based on a study of the cut sections stated 
that the condition appeared to be an inflammatory 
hyperplasia. Louis SCHULTZ. 
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